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il SECOND REPORT FROM 


The Science and Technology Committee 


The Science and Technology Committee is appointed to examine on behalf of the House of 
Commons the expenditure, administration and policy of the Office of Science and Technology 
(and any associated public bodies). Its constitution and powers are set out in House of Commons 
Standing Order No. 152. 


The Committee has a maximum of eleven members, of whom the quorum for any formal 
proceedings is three. The members of the Committee are appointed by the House and unless 
discharged remain on the Committee until the next dissolution of Parliament. The present 
membership of the Committee is as follows:! 


Dr Michael Clark MP (Conservative, Rayleigh)’ 

Mr Nigel Beard MP (Labour, Bexleyheath and Crayford)’ 

Mrs Claire Curtis-Thomas MP (Labour, Crosby)’ 

Dr Ian Gibson MP (Labour, Norwich North)’ 

Mr Robert Jackson MP (Conservative, Wantage)’ 

Dr Lynne Jones MP (Labour, Birmingham Selly Oak)’ 

Mr Nigel Jones MP (Liberal Democrat, Cheltenham)’ 

Dr Ashok Kumar MP (Labour, Middlesborough South and East Cleveland)’ 
Mr Ian Taylor MP (Conservative, Esher and Walton)’ 

Dr Desmond Turner MP (Labour, Brighton Kemptown)’ 

Dr Alan W Williams MP (Labour, Carmarthen East and Dinefwr)’ 


On 30 July 1997, the Committee elected Dr Michael Clark as its Chairman. 


The Committee has the power to require the submission of written evidence and documents, 
to examine witnesses, and to make Reports to the House. In the footnotes to this Report, 
references to oral evidence are indicated by ‘Q’ followed by the question number, references to 
the written evidence are indicated by ‘Ev’ followed by a page number. 


The Committee may meet at any time (except when Parliament is prorogued or dissolved) and 
at any place within the United Kingdom. The Committee may meet concurrently with other 
committees or sub-committees established under Standing Order No. 152 and with the House’s 
European Scrutiny Committee (or any of its sub-committees) for the purpose of deliberating, 
taking evidence or considering draft reports. The Committee may exchange documents and 
evidence with any of these committees, as well as with the House’s Public Accounts, 
Deregulation and Environmental Audit Committees. 


The Reports and evidence of the Committee are published by The Stationery Office by Order 
of the House. All publications of the Committee (including press notices) are on the Internet at 
www.parliament.uk/commons/selcom/s&thome.htm. A list of Reports of the Committee in the 
present Parliament is at the end of this volume. 


All correspondence should be addressed to The Clerk of the Science and Technology 
Committee, Committee Office, House of Commons, London SWIA OAA. The telephone 
number for general inquiries is: 020 7219 2794; the Committee’s e-mail address 1s: 
scitechcom@parliament.uk. 


' Mrs Caroline Spelman MP (Conservative, Meriden) was appointed on 14 July 1997 and discharged on 22 June 1998. 
Mr David Atkinson MP (Conservative, Bournemouth) was appointed on 14 July 1997 and discharged on 30 November 
1998. 

Mrs Jacqui Lait MP (Conservative, Beckenham) was appointed on 22 June 1998 and discharged on 5 July 1999. 

? Appointed on 14 July 1997. 

* Appointed on 5 July 1999. 

* Appointed on 30 November 1998. 
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MINUTES OF EVIDENCE 


TAKEN BEFORE THE SCIENCE AND TECHNOLOGY COMMITTEE 


WEDNESDAY 27 OCTOBER 1999 


Members present: 


Dr Michael Clark, in the Chair 


Mr Nigel Beard Dr Ashok Kumar 
Dr Ian Gibson Mr Ian Taylor 
Mr Nigel Jones Dr Alan W Williams 


Memorandum submitted by the British Diabetic Association 


1. INTRODUCTION 


1.1 The British Diabetic Association (BDA) is a charity, established for over 60 years, which aims to help 
and care for everyone who lives with diabetes, to represent them and campaign for their interests. Our 190,000 
members include individuals with diabetes, their families and carers, in addition to most of the key health 
professionals in this field. 


1.2 An important part of helping to improve the quality of life of the 1.4 million people with diabetes is 
through research and the BDA is one of the largest funders of research dedicated to diabetes in the United 
Kingdom, with a 1999 research budget of nearly £4.5 million. During 1998, BDA financed around 175 
research projects throughout the UK. 


1.3 The BDA supports a strong Government policy on road safety. We accept the need for guidelines 
regarding driving for people with diabetes treated with insulin and we have an active programme of producing 
information about driving and hypoglycaemia to people with diabetes, including advice on the management 
and honest reporting of their condition to ensure safe driving. 


1.4 We have a number of concerns about the extent to which current policies of the Department of 
Transport, Environment and the Regions (DETR) and the Driver and Vehicle Licensing Agency (DVLA) on 
matters which affect people who treat their diabetes with insulin, is supported by evidence. 


1.5 The BDA, therefore, welcome the Committee’s decision to examine this important issue which is 
causing substantial problems to and discriminates against people with diabetes. 


2. EXECUTIVE SUMMARY 


2.1 Increasing numbers of people who treat their diabetes with insulin are suffering hardship as a result of 
Government policy on driving licences. The jobs of many people who drive for a living are threatened or have 
already been affected by the policy. 


2.2 Decisions about issuing driving licences to people who treat their diabetes with insulin should be made 
on the basis of individual risk assessment. We do not think that the evidence exists to support a policy of 
denying licences to those people on insulin who could pass stringent annual health checks by a diabetes 
specialist. 


2.3 The DETR has not been able to substantiate the imposition of a restrictive approach to the issuing of 
commercial driving licences to people who treat their diabetes with insulin. The BDA is concerned that an 
independent assessment of the evidence was not made at the time of imposing current policies, but rather a 
decision was made on the basis of limited information, which was not considered in conjunction with all other 
available evidence. 


2.4 Policy in this area has been made in a piecemeal fashion that has responded more to the perception of 
the safety record of drivers with diabetes than in response to the available evidence. 


2.5 The BDA’s own review of the available evidence supports neither the over-zealous approach taken by 
the Government in implementing the Second EC Directive on Driving Licences! nor the DVLA’s own 
requirements, introduced after the consultation on the 1998 amended Regulations.” 


! The Second EC Directive on Driving Licences (91/439/EEC). 
2 The Motor Vehicles (Driving Licences) (Amendment) (No 4) Regulations 1998. 
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2.6 The role played by the Secretary of State’s Honorary Medical Advisory Panel on Driving and Diabetes 
in decision-making at the DETR and the DVLA is far from clear. In particular, when it is working for the 
DVLA and when it has Ministerial oversight. The remit, appointment and working methods of the Panel 
must be made transparent, and the Government should publish detailed evidence to explain the basis of policy 
decisions. The DETR should routinely commission and examine evidence reviews, involving external expert 
organisations to provide information and advice on the scope of that research and day to day experiences of 
individuals. 


2.7 Policy decisions of this nature, must be made in consultation with a wide variety of experts, including, 
for example, traffic, accident and road user experts. Consultation should be open and thorough to allow for 
informed debate and to allow interested parties the opportunity to comment on evidence being presented. 


2.8 In the absence of evidence-based decision making in some areas of policy, how can people with diabetes 
who currently hold driving licences be confident that future policy development will not take away their right 
to those licences on questionable medical grounds? There is a real fear among people with diabetes that this 
will be the ultimate conclusion of the apparent trend to imposing increasing requirements on drivers. 


2.9 Stringent regulations against drivers on insulin must be considered within the broader picture of 
accident rates and much higher known causes of road casualties in the UK. As the Government’s own road 
safety strategy for 1997 acknowledged, “there is no evidence that medical unfitness plays a significant role in 
causing accidents”; indeed accidents with medical factors are too few to show up in any of the statistics that 
are collated’. 


2.10 Our evidence on the following pages follows the order of the questions raised by the Committee in its 
call for evidence. 


3. Do You SUPPORT THE GOVERNMENT’S POSITION ON PROVISION OF DRIVING LICENCES TO INSULIN-TREATED 
AND OTHER DIABETICS? WHY? 


3.1 As the Government takes a number of different positions on the provision of driving licences to people 
with diabetes, based on the “category” of vehicle being driven, it is necessary to look at each of these in turn: 


Category A and B Vehicles: 


3.1.2 People who treat their diabetes by diet alone do not need to inform the DVLA unless their treatment 
changes, for example to diet and tablets. 


The BDA supports this policy because, in the case of those people who treat their diabetes by diet only, 
the risk of hypoglycaemia is negligible. 


3.1.3 People who treat their diabetes with tablets or insulin are required to indicate this when applying for 
a licence. They are then required to complete a form‘ asking for more information and a separate consent 
form so that the DVLA can approach their doctor directly if necessary°. If the diabetes is well controlled and 
the applicant has no complications which might impair their safety as a driver—and the applicant’s GP can 
confirm this if asked—a driving licence will be issued. 


The BDA supports this policy because each case is considered on an individual basis. For example, 
someone who has recently started insulin may have unstable control of their glucose levels and their GP may 
recommend that they do not drive until they have regained control. Once they can maintain control, then 
there is no reason why they should not be issued with a licence. 


Group 2 Vehicles 


3.1.4 From 1 April 1991, new applicants on insulin or existing drivers moving to insulin have been barred 
from driving large goods vehicles (previously known as HGV’s) and other vehicles requiring Group 2 
entitlement. Drivers licenced before this date and treated with insulin are dealt with individually and may 
continue to drive lorries and buses if they held a licence to drive lorries or buses on 1 April 1991 and the Traffic 
Commissioner who issued the licence or in whose area they lived was aware of the insulin treatment before 
1 January 1991°. 


Road Safety Strategy, Current Problems and Future Options, DETR, October 1997. 
Diabetic 1. 
Driving and Diabetes Form MO. 


he Medical Practitioners—At a Glance Guide to the Current Medical Standards of Fitness to Drive, DVLA March 1998, 
apter 3. 


3 
4 
5 
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The BDA does not support this policy and opposed it at the time of consultation. Since 1984 it has been 
the BDA’s policy to advocate that licences for HGV drivers who take insulin should be issued on the basis 
of individual assessment. Drivers who held licences prior to 1991 were allowed to keep them, which leads to 
the anomalous situation whereby some individuals are able to drive vehicles over 7.5 tonnes and others not. 


3.1.5 Until January 1968, drivers who treat their diabetes with insulin were entitled to drive vehicles in the 
Cl category (those weighing between 3.5 and 7.5 tonnes) and those in the D1 category (vehicles for 9-16 
passengers). The UK Government’s full implementation of the Second EC Driving Licence Directive took 
away the entitlement of insulin-treated diabetic drivers to commercial licences in these categories. As a result 
of concern raised by the BDA and others about the legislation, the Minister for Roads asked the Honorary 
Panel to examine an evidence review prepared by the BDA. In the light of the BDA’s submission and 
following a review of the evidence on which their original advice had been given, the Honorary Advisory 
Panel changed their advice in a limited way. The Minister reported in a letter that, 


“the Panel believe that it is possible, without significantly compromising road safety interests, to 
devise a mechanism whereby existing C1 licence holders who drive Cl vehicles in the course of their 
employment could be permitted to renew their entitlement subject to stringent annual checks on 
their health by a diabetes specialist”.’ 


The DETR amended the Regulations® to reduce the outright ban so that people who take insulin are 
allowed to drive C1 vehicles if: 


— they already held a Cl licence on 31 December 1996; and 


— they have sufficient recent experience of driving these vehicles in the course of their employment. 


The BDA welcomed the exception to the outright ban, to safeguard the employment of those people who 
would otherwise have lost their jobs as a result of the implementation, although it was not the complete 
removal of the blanket ban which we had been seeking. 


3.1.6 Once the Regulations were in force, however, the BDA was alarmed to learn that, without prior 
consultation, a further obstacle had been placed in the way of obtaining a C1 licence. Applicants were told 
that they would also have to: 


“show that they have been driving regularly on C1/E vehicles for periods adding to at least twelve 
months in the last two years. Regularly means a minimum of four hours per day for three days out 
of seven”. 


The BDA cannot support the DVLA’s criteria which were introduced without consultation or explanation, 
and which significantly reduce the value of the amended Regulations in helping people who drive Cl vehicles 
as part of their work to keep their jobs. 


3.1.7 Voluntary Drivers—The UK regulations allow for the minibuses to be driven on a “not for hire or 
reward basis” by people who take insulin. This is an anomaly which allows for the driving of a school minibus 
by a volunteer which at the same time prevents the paid transport of adults by the same driver. 


The BDA considers this anomaly illustrates the fact that road safety evidence does not substantiate the 
implementation of a blanket ban on employed drivers on insulin. It also illustrates the haphazard way in 
which this legislation has been introduced. 


3.2 To summarise: 


3.2.1 In the absence of evidence—based decision making by the DETR and DVLA, BDA cannot support 
the Government’s position on the issuing of C1/D1 licences to people who treat their diabetes with insulin. 


3.2.2 We do not think that the evidence exists to support a policy of denying licences to those people on 
insulin who could pass stringent annual health checks by a diabetes specialist. 


3.2.3 Instead, we think that all insulin-treated drivers should be subject to individual risk assessment and 
that the decision to issue a licence should be based on an individual’s ability to control their blood glucose 
levels. 


3.2.4 The criteria used to decide if licences should be issued should be published and made freely available. 
The criteria should not be changed without prior consultation. 


3.2.5 Further, we cannot accept a policy which withholds licences on the basis of a requirement that an 
entirely arbitrary minimum number of hours should have been driven over the past two years and in the 
future. 


7 Letter from the Baroness Hayman, 13 May 1998, to Adrian Sanders MP, copied to Colin Pickthall MP, Dr Peter Brand MP 
and to Hazel Keelan and Dr Geoff Gill of the British Diabetic Association, all of whom had attended a meeting with the Minister 
in February 1998. 

8 DETR Press Release 741, 11 September 1998. 
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4. How Dogs THE BRITISH DIABETIC ASSOCIATION FORMULATE ITS POSITION ON THIS ISSUE? WHAT SOURCES DO 
You DRAW UPON? 


4.1 The BDA’s position on this issue is based on discussion by experts, on a thorough analysis of the 
available evidence, and is informed by communication with our members. The BDA has put together an 
alternative, workable solution, following detailed discussion with experts in the relevant fields. 


4.2 Drive and Employment Working Party (DEWP)—The BDA has its own group of experts in this area, 
which includes several eminent Consultant Physicians, Occupational Physicians, lay members and a Clinical 
Nurse Specialist, who discuss policy matters on this subject?. 


4.3 Review of all the evidence. In the absence of a central government comprehensive source of data on 
road safety and people with diabetes, the BDA commissioned an independent report (attached as Annex A) 
examining and interpreting the available evidence of accident risk in insulin-treated diabetic patients, 
particularly that related to unexpected hypoglycaemia!. The report, Diabetes and driving: towards equitable, 
evidence-based decision-making was written by Dr Kenneth MacLeod of the Department of Diabetes and 
Vascular Medicine at the School of Postgraduate Medicine and Health Sciences, University of Exeter. 


4.3.1 The review covered all the literature available in Europe and the United States at the time. The report 
concluded that the studies were consistent in indicating little, if any, increased risk of road traffic accidents. 
By way of example, the conclusions of some of the studies were: 


4.3.2 Eadington and Frier,'! 1988 “within the limitations already discussed . . . no important change 
(increase) in the accident risk for drivers with type 1 diabetes was therefore detected in this study”. 


4.3.3 Stevens et al,'* 1989 “the available evidence in the United Kingdom is that as a group diabetics 
treated with insulin have a similar rate of road traffic accidents as the general public”. 


4.3.4 Hansotia and Brose,'* 1991 “On the basis of this study, we do not think it wise to restrict further the 
driving privileges of persons with diabetes and epilepsy”. 


4.3.5 Mathiesen and Borch-Johnsen,'* 1997 “the risk of accidents and permanent disability is not increased 
in diabetic individuals”. 


4.3.6 Lave et al,!> 1993, “we consider that the additional risks from insulin using persons are well within 
the current accepted range”. 


4.3.7 This comprehensive review of the available evidence led Dr MacLeod to conclude that: 


“The available evidence suggests that increasing the driving restrictions imposed on all insulin- 
treated diabetics is unlikely to result in a significant improvement in road safety . . . The extension 
of a blanket restriction to all drivers with insulin-treated diabetes is not supported by the available 
scientific evidence”. 


“There is no convincing evidence that insulin-treated drivers are at greater risk of road traffic 
accidents and violations than their non-diabetic counterparts ... driving with diabetes should be 
evaluated on the basis of evidence not perceptions”.!® 


4.4 Individual Assessment Model. Following the evidence review, the BDA’s DEWP took the view that 
an alternative to the workable, realistic assessment procedure should be produced which would: 


— not rely solely on self assessment; 
— identify individuals on insulin who have unawareness of hypoglycaemic collapses; 
— identify individuals who have had accidents on the road due to hypoglycaemic collapses; 


— identify individuals who experience frequent severe hypoglycaemia; 


° The BDA’s Board or Trustees also follow this matter. 

'0 A copy ofa journal article based on the report has also been published, listing all the sources which were consulted. Diabetes and 
Driving: towards equitable, evidence-based decision-making by K M MacLeod, Diabetic Medicine, Vol 16, 1999, pp 282-290. 

'! Eadington DW, Frier BM, Type 1 diabetes and driving experience: an eight-year cohort study. Diabetic Medicine 1989; 6: 
137-141. 

'2 Stevens AB, Roberts M, McKane R, Atkinson AB, Bell PM, Hayes JR. Motor vehicle driving among diabetics taking insulin 
and non-insulin diabetics. British Medical Journal 1989; 299:591-595. 

'S Hansortia P, Broste SK. The effect of epilepsy or diabetes mellitus on the risk of automobile accidents. New England Journal 
of Medicine 1991; 324:22-26. 

'* Mathiesen B, Borch-Jensen K. diabetes and accident insurance, A three year follow-up of 7,599 insured diabetic individuals. 
Diabetes Care 1997; 20:1781-1784. 

'S Lave LBm Singer TJ, La Porte RE. Should person with diabetes be licensed to drive trucks. Risk management. Risk Analysis 
1993; 13: 313-319. 

'6 Journal of Diabetes Nursing, Vol 1, No 4, 1997. 
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— beas single, clear and precise for doctor, individual and DVLA as possible; and 
— balance individual responsibility with medical discretionary powers. 


4.4.1 The BDA therefore convened a Working Group of experts to put together a model for a case by case 
assessment of individuals.!? The members of the Working Group were: 


CHAIRMAN 


Professor George Alberti, Vice Chairman of the British Diabetic Association and President of the Royal 
College of Physicians. 


MEMBERS 


Dr Geoff Gill, Consultant Physician, and (at the time) Chairman of the Driving and Employment Working 
Party at the British Diabetic Association; 
Mr Tim Hoy, Fire Fighter, Secretary of the International Register of Firefighters with Diabetes, Trustee of 
the British Diabetic Association, Member of the Driving and Employment Working Party at the British 
Diabetic Association; 
Dr Mohan Pawa, GP Trainer/Tutor with an interest in diabetes, Member of the PCD (Primary Care 
Diabetes) UK Executive Committee, a professional section of the British Diabetic Association; 


Ms Kim Sunley, Health and Safety Researcher, Transport and General Workers’ Union; 
Mr Kevin Delaney, Traffic and Safety Manager, RAC; 
Ms Rosemary Walker, Specialist diabetes nurse and Chair of the Royal College of Nursing’s Diabetes Forum. 


4.4.2 In developing the model, the Group drew on clinical experience, on known DVLA administrative 
practices, practices in other countries (from EU and Canada in particular), and the much tighter guidelines 
drawn up by the BDA’s Driving and Employment Working Party on “Diabetes and Potentially Hazardous 
Occupations” (DPHO). These guidelines were developed in response to local concerns over people on insulin 
working as firefighters and are now used nationwide in the fire service. The DPHO guidelines state that: 


(i) People should be physically and mentally fit in accordance with non-diabetic standards. 

(i) Diabetes should be under regular (at least annual) specialist review. 

(iii) Diabetes should be under stable control. 

(iv) People should self-monitor their blood glucose, and be well educated and motivated in diabetes 
self-care. 

(v) There should be no disabling hypoglycaemic (low blood sugar), and normal awareness of 
hypoglycaemic symptoms. 

(vi) There should be no advanced diabetes related eye or kidney disease (retinopathy or nephropathy), 
nor severe symptomatic peripheral or autonomic nerve damage (neuropathy). 


(vil) There should be no significant circulation disorders of heart, legs or brain (coronary heart disease, 
peripheral vascular disease or cerebrovascular disease). 


(viii) Suitability for employment should be re-assessed annually by both an occupational physician and 
diabetes specialist; and should be based on the criteria outlined above. 


4.5 The model for individual assessment was submitted to the DETR together with the BDA’s evidence 
review. 


5. WHAT IS THE IMPACT ON INSULIN-TREATED DIABETICS OF CURRENT POLICY FOR THE PROVISION OF DRIVING 
LICENCES TO DIABETICS? 


5.1 We have grave concerns about the long-term implications of the Government’s policy of 
discriminating against people who treat their diabetes with insulin. In particular, we fear that the obstacles 
placed in the way of obtaining a licence are becoming greater. The current policy for the provision of licences 
in the Cl and D1 categories is causing real hardship and confusion amongst people who treat their diabetes 
with insulin, who drive for a living. The effects are becoming more widespread as the licences of those who 
drive at work come up for renewal. 


5.2 These concerns have been supported by a number of other organisations including the Transport and 
General Workers’ Union, the GMB, the Employer’s Forum on Disability, Unison and the Royal College 
of Nursing. 


'7 A copy of the outline of individual assessment is attached at Annex B. 
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5.3 We have received a large number of calls and correspondence from people affected by the regulations. 
Below are some examples which show the impact that the implementation of the policy is having on real 
people, including examples which show the impact of the minimum driving requirement of four hours a 
day/three days out of seven. 


— Anarmy driving instructor, who has been driving large vehicles since 1989, was diagnosed to have 
diabetes in April this year and therefore lost his licence. He considers he has good control of his 
glucose levels, which he needs to manage carefully because he has a physically active lifestyle. 
Although he has been driving for over 10 years, the fact that he was diagnosed after 1998 means he 
will never be allowed even a Cl licence. He trained to be an instructor of large vehicles as he had 
hoped this would be useful to him later in civilian life. 


— Anoutdoor activities instructor, based in Tredegar who was diagnosed in late 1996, needs to drive a 
minibus for her work. She had been working on a series of temporary contracts for a local education 
authority, but when she applied for a permanent post, she felt that the authority over-reacted to her 
condition and gave the post to someone else and she feels she will not be able to get a permanent 
post without a driving licence. Her very active lifestyle means that she has learned to manage her 
diabetes. 


— A woman who drives a minibus as part of her job for a Social Work Department was shocked to 
be told by the DVLA that she will not have Category D1 on her renewed licence. She has held the 
job for 13 years and has used insulin for all that time. She has had no problems with hypoglycaemia 
when driving. 


— Aman whoran his own haulage company in Kent for 26 years, until he lost his licence to drive large 
vehicles as a result of going onto insulin. Running the company necessitated moving lorries around 
once they had been returned to the depot by his drivers, which he could no longer do, and he could 
not afford to pay someone just to do this for him, so he was forced to close the company. 


— Aroad sweeper in Kilmarnock, who drives a road sweeping vehicle which is over 7.5 tonnes, but is 
driven at only Smph has been stopped from driving the vehicle since he was diagnosed recently. 


—  Asstores controller who delivers medical supplies in a 7.5 tonne lorry to a hospital trust on a split 
site in the Midlands. The majority of his working time is spent delivering the items round the 
hospital but his job also requires him to drive for approximately thirty minutes each working day 
to and between the hospital sites. 


—  Acareer policeman in Yorkshire, in his early 30’s who occasionally drives a small van on a Cl 
licence to transfer personnel as part of his work. The changes to driving regulations have caused 
huge problems in his work and his case has been referred to the Medical Review Board. 


— A self-employed sub-contractor who works on building sites and does local journeys in a 7.5 tonne 
lorry to collect supplies and move machinery. Cannot afford to employ extra staff to retain 
contracts. 


— Acircus artist who tours with the circus and lives in a large van during the summer months, which 
he also uses to transport rigging equipment necessary to work. He will no longer be able to drive 
himself to and from places of work. 


— A telecommunications engineer, who is highly skilled in his field and works on major 
communications projects. Driving a small lorry to transport sophisticated equipment is a small but 
necessary part of his work. 


— A stage manager at a College of Dramatic Art which puts on four shows every fortnight. Part of 
his duties involves driving the 7.5 tonne vehicle used to transport theatre props. 


5.4 People applying for licences policy are experiencing additional confusion and uncertainty about 
information required by the DVLA. Some applicants are being asked to list all instances of hypoglycaemia, 
which is not something that people with diabetes generally record as a matter of course. It is the BDA’s 
understanding that only those episodes requiring third party assistance would be taken into account. In 
an ae there is at least one instance of an applicant being asked to provide daily records of blood sugar 
evels. 


5.5 Furthermore, the cost of new applications is giving rise to concern. While it is recognised that the 
DETR and DVLA cannot be expected to meet the cost of licence applications, the additional cost of medical 
checks for people with diabetes must be kept to a minimum. It is also understood that different medical forms 
are sent out from the DVLA by different people, arriving with the applicant at different times. This can cause 
confusion and frustration to applicants and we question whether this is cost-effective for the DVLA. 


5.6 The policy for issuing Group 2 licences means that licence holders with diabetes who currently treat 
their condition with tablets, or diet and tablets, will lose their licence if their treatment method changes, and 
therefore their livelihood. There is, therefore, a risk that some of these workers may be tempted to conceal any 
problems they may experience with glycaemic control, rather than risk losing their licence, when switching to 
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insulin could remedy their problem. Individual assessment would reduce this risk as people would not 
automatically lose their licences when their method of treatment changed, if they could meet the assessment 
conditions. 


5.7 Volunteer drivers are also anxious about their status under the regulations. The DVLA state that 
people may drive minibuses on a “Not for Hire or Reward” basis—but how does the DVLA regard, for 
example, a teacher who voluntarily drives a minibus for the school outside of school hours? 


5.8 The BDA’s own Careline Team, who answer calls and letters from the BDA members and from the 
public continue to receive daily inquiries on this issue, which reveal a great deal of confusion and uncertainty 
about the Government’s policy, not only among people with diabetes but among DVLA staff. A particular 
area of confusion is the interpretation of the rules about voluntary driving. As one of our correspondents said: 


“I have been met with polite confusion whenever I attempt to discuss my entitlement with DVLA 
staff. I would just like the answer to a simple question ‘can I drive a minibus?’ On receipt of my new 
licence I am given information that clearly gives occasions when I can drive groups NOT covered 
by my licence. DVLA literature says ‘If your licence doesn’t allow you to drive minibuses there are 


Soe. 


certain circumstances where you may still be able to do so’. 


BDA Careline staff report that the DVLA staff seem confused about the rules generally, and about 
voluntary driving of minibuses in particular. When asked what a person driving a minibus would do when 
challenged by a policeman (given that his licence does not permit him to drive such a vehicle), DVLA staff 
have not been able to provide a clear answer. Another area in which DVLA staff show an incomplete grasp 
of policy is that some people on tablets are told that they do not need to inform the DVLA of their diabetes 
(when by law they do), and in telling others they must tell the DVLA even if they treat their diabetes by diet 
alone (which they do not). 


5.9 Drivers who complete the DVLA’s ‘Diabetic 1’ form may have to wait around two months for the 
DVLA to issue a licence. 


6. How DO THE ARRANGEMENTS IN THE UK COMPARE WITH THOSE IN OTHER COUNTRIES? 


6.1 The BDA is concerned that the UK Government’s interpretation of the Directive is over-zealous and 
as such, affecting drivers resident in the UK in a way which is not reflected in other European countries. This 
is not only unfair to UK drivers but leads to the anomalous situation of drivers from other Member States 
being able to drive when in the UK under circumstances which are denied to UK drivers. 


6.2 It has been extremely difficult to get detailed information about practices in other countries. BDA staff 
have, however, recently written to diabetes organisations in other countries and we will forward their 
responses to the Committee if required. 


6.3 Attached at Annex C to this submission is the limited information that we do have about arrangements 
in other countries. 


7. How STRONG IS THE EVIDENCE, SCIENTIFIC OR OTHERWISE, ON WHICH THE CURRENT POLICY IS BASED? 


7.1 Itis difficult to assess the strength of the evidence on which the policy is based as neither the DETR, nor 
the DVLA publish details of the sources which they use in reaching a decision. The DETR has been known to 
cite only the Panel’s recommendations as the basis of its policy. 


7.2 The Government’s own assessment of the relative impact of drivers’ medical standards on the total 
road accident rate puts the whole issue of road safety, driving and diabetes in context: in a letter received from 
the DVLA on 8 January 1997, we were notified that from April 1995 to March 1996, there were 163 
notifications of collapse at the wheel. Of these, only 27 were people with diabetes treated with insulin. 


Compare this to the Government’s own figures for 1995 of actual casualties on the road due to drivers’ 
impairment: 
Drink driving—16,050; Driver fatigue—31,050.'® 


7.3 In a written answer!? to a Parliamentary Question from Mr Maginnis about the number of fatal 
vehicular accidents in which there was evidence that the major contributory factor lay with drivers who were 
insulin-dependent diabetic sufferers, Glenda Jackson MP replied: 


“We do not have comprehensive figures as information on the medical circumstances of drivers 
involved in accidents cannot be readily collected. Studies have shown, however, that a significant 
proportion of collapses at the wheel have been the result of hypoglycaemia, and there have been a 
number of accidents involving collapses over the years.” 


18 Road Safety Strategy, DETR, October 1997. 
19 Hansard, 15 January 1998, col 259. 


8 MINUTES OF EVIDENCE TAKEN BEFORE 


27 October 1999] [ Continued 


Without knowing which studies the DETR refers to, or what is meant by “a number” of collapses, it is 
difficult to assess if it has any data which it uses to inform its decision-making in this area. 


7.4 At a meeting with the BDA and members of the parliamentary All Party Group on Diabetes, in 
February 1998, Baroness Hayman, Minister for Roads at the time, agreed that the BDA’s evidence review 
should be referred to the Panel. The Panel were asked to consider whether there was scope for licensing 
insulin-treated drivers for categories Cl and D1, as allowed by the Directive. 


After the Panel had considered the evidence, we were informed that they continued to advise the 
Government that a complete ban should remain for new drivers, and for newly diagnosed licence holders, 
but “the Panel believe that it is possible, without significantly compromising road safety interests, to devise 
a mechanism whereby existing C1 licence holders who drive C1 vehicles in the course of their employment 
could be permitted to renew their entitlement subject to stringent annual checks on their health by a diabetes 
specialist”.?° We are aware of no evidence which could have led the Panel to conclude that such a scheme 
should be limited to those who were already driving such vehicles as part of their employment. 


In the absence of detail about the evidence used by the DETR to make this decision, it is difficult not to 
conclude that a well-meaning desire to protect the jobs of those people who were unfortunate enough to have 
been affected by the Government’s original decision may have played a larger part in the decision-making 
than scientific evidence. While we would, of course, support the intention behind this decision, it nevertheless 
brings into question the extent to which decisions about road safety policy are made on the basis of scientific 
evidence. 


7.5 Because of the way in which the amended Regulations were interpreted, the lifting of the ban for 
existing Cl drivers did not, unfortunately, protect the jobs of as many people as it had the potential to. We 
have seen no evidence to explain the DVLA’s stringent minimum driving requirements and we are not aware 
that such a definition has been used in any other aspect of employment or road safety legislation. No mention 
was made of the criteria in the consultation on the implementation of the amended Regulations. 


The only official information that we have is that we received from Lord Whitty, in June 1999, to the effect 
that: “The Government’s judgement, taking account of expert advice, is that the minimum driving requirements, 
amongst other things, are necessary to comply with the Directive requirement, and in the interests of road safety.” 
In our view, however, the Government has gone beyond the essential requirements of the Directive. 


7.6 A further example of the lack of evidence-based decision-making in the Government’s policy in this 
area can be found in relation to people who drive minibuses on a voluntary basis. As mentioned above, the 
UK regulations allow minibuses to be driven by an insulin-treated person with diabetes so long as this is on 
a “not for hire or reward” basis. This anomaly confirms the view that stringent conditions which apply to 
employed drivers have not been introduced on the basis of road safety evidence. 


8. How SATISFACTORY ARE GOVERNMENT ARRANGEMENTS FOR SEEKING AND OBTAINING SCIENTIFIC ADVICE 
TO UNDERPIN POLICY IN THIS REGARD? WHAT IMPROVEMENTS, IF ANY, WOULD YOU SUGGEST? 


8.1 The BDA would like to see the Government commission much more research and have offered to work 
in conjunction with the DETR/DVLA on this matter. We were disappointed by a recent letter from the 
DVLA which suggested that there is to be a further delay before any new research into diabetes and driving 
is commissioned. 


8.2 There is a need to collect more precise data about the causes of road traffic accidents. The DETR has 
not produced figures to substantiate its policy. It may that the figures are too small to collate, but if this is 
the case, it is not acceptable for the Government to justify policy on the basis of “a number” of cases. 


8.3 The fact that the Panel reviewed its original advice on the outright ban, after seeing the evidence review 
put together by the BDA suggests that they may not have the resources to carry out desk research of this type. 
If this is the case, we think that the resources should be made available. 


20 Letter from The Baroness Hayman, op cit 
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9. How WELL DO YOU CONSIDER THE HONORARY ADVISORY PANEL ON DIABETES AND DRIVING TO BE 
QUALIFIED TO ADVISE ON THIS ISSUE? 


9.1 The Panel is made up of diabetes specialists, well-respected in their field, but it is difficult to make an 
objective assessment with regards to this particular role, because of the lack of transparency about how they 
work. We suspect that, in certain circumstances, the Panel may simply be asked to ratify positions or advice 
put to them by civil servants. For example, we have been told that in July 1998: 


“The Panel met to identify the criteria for individual assessment of what constituted an exceptional 
case for Cl entitlement. The criteria included driving for employment. The Panel requested the 
DVLA to advise as to what constituted a minimum requirement for employment purposes. The 
DVLA gave this advice”.7! 


Would the Minister expect the Panel to have investigated the basis for the DVLA’s advice? If the Minister 
knew that the Panel had taken the advice of DVLA staff, would the Minister subsequently have asked what 
evidence exists to merit the requirement that “driving for employment” means four hours a day, three days 
out of seven? 


9.1.2 We do not know if the questions which are put to the Panel by the Minister relate solely to medical 
advice or if they are asked to make judgments which may be outside of their area of expertise. 


9.1.3 We do not know if the Panel has an opportunity to review advice which they have given in the context 
of overall policy, and to consider anomalies. For example, how the Panel view the anomaly that a person who 
has driven a minibus for many years as part of their job may no longer hold a licence, but that it is acceptable 
for a volunteer to drive the same type of vehicle. 


9.1.4 Detailed information is not published about the evidence on which decisions have been made—or 
what judgments may have been made in the absence of evidence. 


9.1.5 We do not know if the Government always acts on the advice provided by the Panel. 
9.2 The BDA recommends the following changes to the Honorary Advisory Panel: 
9.2.1 The Panel should have written terms of reference, easily available. 


9.2.2 It should meet regularly, for example, twice yearly (and the agenda for its meetings should be 
published in advance). 


9.2.3 There should be lay representatives on the Panel, including a person with diabetes. 


9.2.4 There should be a fixed term of office (say, three years), renewable only once. This should include 
the chair. 


9.2.5 Nominations for membership could be made to the DETR from relevant professional bodies, for 
example, the Royal College of Physicians. The procedure should follow the good practice set out by Sir Len 
Peach’s Committee. 


9.2.6 Interested parties such as the British Diabetic Association should be given the opportunity to put the 
patient’s view to the Panel, preferably in person. 


9.2.7 The minutes of the Panel should be widely available and actively disseminated to interested parties. 


9.2.8 The Panel should publish an annual report in which it sets out the matters on which its advice has 
been sought, the recommendations made, and the evidence which it used to make those recommendations. 


9.2.9 The Panel should be proactive not simply reactive, that is, in addition to responding to questions 
from Ministers, it should be able to set its own agenda, for example, to review existing policy. 


9.2.10 Advice given by the Panel should be based on evidence and risk assessment. Where it is not, or such 
evidence is not available, this should be made clear. 


9.2.11 The Panel should contribute to discussions about the sort of research that the DETR/DVLA are 
funding, related to those matters on which the Panel are expected to make decisions, for example, if they think 
they do not have the information which they need to make a particular decision, then this should be factored 
in when decisions about research expenditure are being made. 


10. How SATISFACTORY ARE GOVERNMENT ARRANGEMENTS FOR PUBLIC CONSULTATION ON THIS ISSUE? 
WouLD You FAVOUR WIDER CONSULTATION AND, IF SO, How WOULD YOu LIKE TO SEE THIS ACHIEVED? 


10.1 The BDA appreciates the opportunities which we have been given to discuss this issue with Ministers 
and civil servants, and we are keen to develop an ongoing, constructive dialogue in this area, to help produce 
the best outcome for people with diabetes. Nevertheless we do have concerns about consultation practice and 
the opportunities for open debate on the scientific and other evidence which exists on driving and diabetes. 


21 Letter from P J Watkins MD FRCP to Paul Streets, Chief Executive of the BDA, 7 May 1999. 
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10.2 Arrangements for consultation on this issue are not satisfactory, as is evident from the level of public 
protest on this issue after the Regulations had come into effect. Given the damaging effect that these 
Regulations have had on the livelihood of many people, in our view, the DETR should have been more 
proactive in seeking the views of people likely to be affected by these regulations. 


10.3 The BDA are extremely concerned that there was no consultation on the definition of what constitutes 
driving as part of employment. The four hour/three day rule prevents many people from having a licence and 
as such the reasons for it should have been made public and open to debate. Instead, the requirements 
increased by stealth. 


10.3.1 The letter which the responsible Minister (Baroness Hayman) wrote to the BDA with details of the 
Government’s plans to change the regulations stated that: “the Panel believes a mechanism could be created 
for existing C1 licence holders who drive C1 vehicles in the course of their employment”. 


10.3.2 The subsequent proposals circulated for consultation by the DETR included a new requirement for 
individuals to have “sufficient recent experience in the driving of vehicles... to make a practicable assessment 
of the risk posed by his driving vehicles of those classes”. In a later letter from the Lord Whitty, we were told 
that “the concession was confined to those whose jobs had recently exposed them to constant, heavy driving” 
on the basis that “they had coped with this exposure and controlled their condition without experiencing 
hypoglycaemia”. 


10.4 If the Panel had the opportunity to consult interested parties before offering advice, it may help to 
inform the advice which they give to Ministers. 


10.5 The BDA, as the largest representative body for people with diabetes within the UK would welcome 
the opportunity of regular consultation with the Panel. 


11. CONCLUSION 


11.1 The BDA considers that the recent legislation is not based on conclusive evidence and that there is a 
need for the DETR and DVLA to move to evidence-based decision-making. 


11.2 We are concerned that people with diabetes are being discriminated against by the introduction, 
without prior notice or consultation, of increasingly rigorous criteria for awarding licences to people who 
use insulin. 


11.3 The work and recommendations of the Honorary Advisory Panel should be made more open and 
transparent, and the extent to which Government makes decisions on the basis of advice from the Panel and 
other sources should be made clear. 


11.4 The arbitrary minimum driving time criteria should be replaced by the simpler requirement that 
employers declare that an applicant needs a licence to do their job. 


11.5 Licences should be issued on the basis of individual assessment. Models of individual assessment exist 
from which best practice can be learned. 


11.6 The criteria used to decide if licences should be issued should be published and made freely available, 
including publication on the DVLA website. The criteria should not be changed without prior consultation. 


11.7 The BDA would not support a system which allows individuals who might be a danger on the road 
to drive vehicles, however, as Dr K MacLeod said in his report”? 


“Maximising road safety is in everyone’s interest but cannot be justifiably achieved by restricting 
the driving privileges of those who have consistently been exonerated from claims that they pose a 
significantly greater risk than the general driving population.” 


7 October 1999 


22 Op cit 
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Annex A 


A critical review of the literature prepared for the BDA by: Dr Kenneth M MacLeod, Consultant Physician 
and Senior Lecturer in Medicine Department of Diabetes and Vascular Medicine Royal Devon and Exeter 
NHS Trust and Post-graduate Medical School, University of Exeter 


THE NEED FOR EQUITABLE EVIDENCE-BASED DECISION MAKING 


THE BACKGROUND TO THE CURRENT CONTROVERSY. 


Since 1975 it has been a legal requirement to notify the Driving and Vehicle Licensing Centre in Swansea 
of the diagnosis of diabetes. The driving licence issued to subjects with diabetes requiring treatment with 
insulin has been restricted to a maximum period of three years in place of the standard driving licence which 
is valid until the age of 70 years. Renewal of the restricted license is subject to a satisfactory assessment of 
fitness to drive. For Heavy Goods Vehicles (HGV) and other vehicles considered to require group 2 
entitlement, new applicants on insulin or existing drivers becoming insulin-treated were barred in law from 
the first of April 1991. Drivers licensed before 1 April first 1991 treated with insulin are dealt with individually 
and may continue to drive HGV subject to annual Consultant certification. 


Drivers of emergency vehicles, ambulances, police vehicles and fire engines are not specifically singled out 
in driver licensing legislation and taxi drivers are licensed by local authorities under local government 
legislation. The Medical Commission on Accident Prevention recommends that group 2 standards should be 
applied to drivers of all these groups. Group 2 licenses normally expire after the 45th birthday and are 
renewable up to 65. Insulin-treated diabetic drivers are not eligible for group 2 entitlement. 


With effect from the first of January 1998 when the second EU driver licensing directive came into force in 
the UK, insulin-treated diabetic drivers also lost their entitlement to drive lighter goods and smaller passenger 
carrying vehicles. When these drivers apply for renewal of their licenses, they will be re-issued without 
authorisation to drive vehicles in the Cl category (those weighing between 3.5 and 7.5 tonnes) or those in the 
D1 category (small passenger carrying vehicles for more than eight passengers) and these respective vehicles 
with trailers (categories C1E and D1E). They will retain the right to pull caravans, drive cars with trailers and 
tow broken down vehicles by car etc. (category B+ E). The bar to driving vehicles in these categories covers 
only vocational (commercial) drivers and does not extend to individuals driving on a voluntary basis. 


What is the evidence base for such an extension of the restriction of driving privileges for insulin-treated 
diabetic patients? 


MEDICAL CONDITIONS AND THEIR CONTRIBUTION TO ROAD TRAFFIC ACCIDENTS: AN OVERVIEW 


Multiple factors are implicated in the aetiology of most road traffic accidents (RTA’s) and the available 
evidence suggests that the medical conditions of drivers are not a major contributor to RTA’s. On the spot 
surveys in the UK and the USA have shown that approximately 95 per cent of RTA’s involve an error by a 
road user but only approximately one hospital admission accident in 250 is attributable to a pre-accident 
medical condition [Medical Aspects of Fitness to Drive, 1995]. 


In a survey of 2000 road accidents in the early 1980’s involving collapse at the wheel and reported by the 
police to the DVLC, grand mal (tonic clonic) epilepsy was the commonest cause accounting for 39 per cent 
of the collapses. Insulin treated diabetes was a factor in 17 per cent of cases and acute myocardial infarction 
in 10 per cent. This most recent estimate of the figure for insulin-treated diabetes is for the year 1995 and 
is remarkably consistent at 16.5 per cent (27 of 163 collapses at the wheel) [Personal communication, 
M Barker, DVLA]. 


Alcohol is the most important human factor in RTA’s. Over the last 10 years or so the number of driver 
fatalities where alcohol was found in the body fluids over the legal limit of blood/alcohol concentration of 
0.08 per cent has decreased from one in three to one in five drivers [Medical Aspects of Fitness to Drive, 1995]. 
There are current proposals to drop the legal limit for blood alcohol concentrations from 80mg/100ml to 
50mg/100m1 with the expectations of further reductions in accidents. 


Drugs found in the body fluids of 1,273 people killed in British road accidents between 1985 and 1988 were 
quantitatively and qualitatively assessed. Cannabis was present in 2.8 per cent but urinalysis of the “control” 
population of out-patient attenders at a London hospital at about the same time detected cannabinoids in 
over 20 per cent, suggesting cannabis users were not over represented in those having accidents. The only 
psycho-active drugs that were over represented in this study were the anticonvulsants which were four times 
more commonly used in the accident group. 


In 1968 Grattan and Jeffcoate reviewed 9,930 injury accidents and attributed 15 to an episode of acute 
illness. Among these were three cases of epilepsy (0.3 per cent) and only one related to insulin-treated diabetes 
[Grattan and Jeffcoate, 1968.] Overall these authors estimated that 1.5 in 1,000 RTA’s have a medical factor 
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underlying them, rising to 1 in 250 serious RTA’s. Other EEC countries and the USA have confirmed a similar 
accident rate, leading the WHO to conclude that “all forms of sudden illness are probably responsible for 
about one accident per thousand involving injury” [WHO, 1966]. 


The Department of Transport annually produce a review entitled “Road Accident Statistics Great Britain, 
the Casualty Report.” This describes the multiple different factors that often interact to result in accident. 
These reports consistently highlight the much more serious consequences of accidents involving buses and 
large good vehicles, which have a three to five fold increased fatality rate compared with cars and motorcycles. 
The likely explanations for this excess include the greater momentum, greater stopping distances and higher 
energy impacts associated with these vehicles resulting in multiple pile-ups. The potential greater significance 
of driver incapacitation in the vocational driver, because of the longer hours on the road, has also been 
incriminated [Medical Aspects of Fitness to Drive, 1995]. No statistics have been made available which 
support the contention that the higher fatality rates extends to vehicles in the 3.5—7.5 tonne range or to 
passenger carrying vehicles with between nine and 16 seats. 


DIABETES AND ITS TREATMENT: A POTENTIAL DISABILITY FOR DRIVING 


Diabetes mellitus was designated a prospective disability for driving in the 1992 Road Traffic Act. Diabetes 
can be complicated acutely by metabolic disturbances with hyperglycaemic or hypoglycaemic 
decompensation and chronically by vascular complications, either diabetes-specific small vessel 
complications (diabetic retinopathy, nephropathy and peripheral neuropathy) or diabetes-accelerated large 
vessel complications (ischaemic heart disease, peripheral vascular disease and cerebrovascular disease) all of 
which can have an impact on driving performance. 


Vision is the most important sensory function required for driving. Visual problems are those most relevant 
to driving and result from diabetic retinopathy or cataract, rarely, from ocular or optic nerve lesions. Visual 
standards relating to diabetes are those applied generally. The legal requirement is a combined visual acuity 
of 6/12 or better. The development of retinopathy and associated visual impairment must be reported to the 
licensing authority and of necessity results in a driving ban. Widespread ablative retinal photocoagulation, 
used in the treatment of retinopathy, may of itself reduce peripheral vision to a significant extent and lead to 
unfitness to drive [Hubert et al, 1992]. In the same way peripheral vascular disease and peripheral neuropathy 
can result in limb ulceration, amputation and weakness making driving for some of those affected difficult, 
potentially dangerous and inappropriate. These long-term complications of diabetes often come announced 
and, at least where diabetes supervision is adequate, with a long lag-phase and a history of intervention in an 
attempt to retard progression. 


In these circumstances, if the complications do develop the patient often has appreciated the need for life- 
style change and the driving ban is understood, perceived as legitimate and accepted. The imposition of a 
blanket ban on insulin-treated drivers because of the potential for hypoglycaemia to suddenly and 
unpredictably affect driving performance is a different matter. 


Hypoglycaemia results from an imbalance between carbohydrate intake, administered exogenous (insulin 
injections) or augmented endogenous insulin (sulphonylurea therapy) and exercise (energy consumption). It 
is manifest by a range of non-specific symptoms which are idiosyncratic and vary between individuals and 
within individuals across time. The autonomic symptoms (sweating, shaking, tremor, palpitations and 
hunger) arise from activation of the autonomic nervous system and represent the early warning symptoms of 
hypoglycaemia. The blood glucose concentration at which autonomic activation is triggered is not fixed and 
with exposure to repeated symptomatic or asymptomatic biochemical hypoglycaemia, a progressively lower 
blood glucose concentration is required to initiate autonomic activation [Hepburn, 1991]. In some cases the 
blood glucose concentration initiating autonomic activation becomes lower than that at which the 
neuroglycopenic symptoms of central nervous system glucose deprivation are initiated. These 
neuroglycopenic symptoms include impaired cognition, loss of concentration, inco-ordination, weakness and 
confusion and progress to loss of consciousness. The onset of these neuroglycopenic symptoms before the 
autonomic symptoms results in impaired awareness of hypoglycaemia. 


HYPOGLYCAEMIA—WHAT EFFECTS DOES IT HAVE ON DRIVING PERFORMANCE? 


There can be no doubt that unrecognised hypoglycaemia represents a significant driving hazard and in a 
well conducted study of driving performance using a sophisticated driving simulator, 27 insulin treated 
diabetic patients were assessed at plasma glucose concentrations of 6.3 (euglycaemia), 3.6 (mild 
hypoglycaemia) and 2.6 (moderate hypoglycaemia) mmol/l. It is worth noting that the 27 subjects with 
type 1 diabetes studied were all selected to have no significant diabetic complications, no history of 
hypoglycaemia unawareness (though this was not defined) and no history of substance abuse. Moderate but 
not mild hypoglycaemia was associated with disrupted steering, causing significantly more swerving, 
spinning, time over midline and time off road. It also resulted in an apparently compensatory slowing, with 
more very slow driving. At a blood glucose concentration of 2.6 mmol/l, 35 per cent of the patients 
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experienced significant deterioration in their driving performance. Of greater concern was the fact that 44 per 
cent remained unaware of the deterioration in their driving performance due to hypoglycaemia and said they 
would continue to drive. As well as confirming that hypoglycaemia does impair driving this study raises 
several important additional questions—what was it about the other 65 per cent of drivers that allowed them 
to continue to drive safely and competently despite ambient blood glucose concentrations of 2.6 mmol/l? Was 
it metabolic, neurological or driving related factors (skill, training and experience)? Different sensitivity to 
the disruptive effects of acute hypoglycaemia on speed of cognitive and motor performance has been shown 
experimentally and Cox et al, have counselled against the assumption that all patients with insulin-dependent 
diabetes suffer equivalent cognitive motor deficits at moderate hypoglycaemia [Cox, 1993b]. 


ACCIDENT RATES: WHAT IS THE RISK OF A ROAD TRAFFIC ACCIDENT FOR PATIENTS WITH INSULIN TREATED 
DIABETES? 


Several published reports attempt to compare the driving performance and record of people with diabetes 
and non-diabetics. Despite these studies, there is no consensus in the literature as to what the absolute risk 
of a road traffic accident is for insulin-treated diabetic patients or indeed as to whether or not the risk of road 
traffic accident for the diabetic driver in general, and the insulin-treated diabetic driver in particular, is 
increased or reduced. All of the studies conducted in this area are retrospective. They often fail to distinguish 
between types of diabetes, rely on patient recall, vary in definition of the terminology (eg definitions of 
accident, injury and hypoglycaemia), are highly selective in their recruitment of the “study population” and 
thus suffer from inherent ascertainment bias. They are however remarkably consistent in that they indicate 
little if any increased risk of road traffic accidents. 


Waller and colleagues studied the accident rate in Californian drivers with diabetes and compared this to 
the rate in their non-diabetic counterparts. They reported that drivers with diabetes averaged twice as many 
accidents per million miles of driving as drivers in an age-adjusted comparison group. Davis et al, 1973 also 
found a slightly higher accident rate for diabetic men than for all male drivers but found that the rate for 
diabetic men aged 17-21 years was slightly lower than their all male counterparts. In contrast, Ysander 1970 
demonstrated a reduction in the frequency of RTA’s and RTA’s traffic offences after the onset of diabetes 
compared with a control series, but a higher proportion of investigated drivers (21 per cent) especially over 
the age 50 years stated that they had ceased to drive on the basis of the disease or its complications. De Klerk 
and Armstrong compared hospital admission rates for road trauma among 8,623 patients with diabetes 
admitted to hospital in Western Australia between 1971 and 1979 with the admission rates for road trauma 
for the whole population. There was no overall difference but there was a significant excess in diabetic men 
aged under 55, the excess being produced by those in control of a vehicle and pedestrians. There was a smaller 
excess in the same female age-group and a corresponding deficit in older diabetics. Overall the risk was not 
increased [de Klerk and Armstrong, 1983]. 


In the UK Clarke et al 1980 questioned 157 insulin-treated diabetic car drivers selected at random from 
patients attending outpatient diabetes clinics in Manchester and Sheffield. Thirty-three men (48.5 per cent) 
and five women (19.2 per cent) admitted to experiencing symptoms of hypoglycaemia while driving and only 
one driver in two kept rapidly available carbohydrate permanently in the car [Clarke and Ward, 1980]. In a 
similar study from Edinburgh, Frier et al 1980 reported that one third of 250 insulin-treated patients holding 
drivers licences had experienced significant hypoglycaemia in the preceding six months. Thirteen (5.2 per cent) 
claimed the hypoglycaemia had contributed to an RTA. 43 per cent had failed to disclose their diabetes when 
applying for a license or to inform the licensing authority after developing the condition. One third had not 
declared their diabetes to their insurers. Many said that the instructions to declare were not explicit enough. 


The relevance of these early studies given the changes in diabetes management, particularly the 
improvements in methods of self-blood glucose monitoring, combined with the major changes in cars and 
driving practice, road congestion, road conditions etc., is limited and it may be unreliable to draw modern 
parallels but such as it is, the early evidence did not suggest insulin therapy was associated with a significant 
increased risk. 


There has been a continued flow of similar studies addressing the same question. The two best UK studies 
are those from Eadington and colleagues in Edinburgh and Stevens and colleagues in Belfast, both published 
in late 1980’s [Eadington and Frier, 1988 and Stevens, 1989]. These studies identified a remarkably consistent 
accident rate of approximately five accidents per 10,000,000 miles driven. In the Belfast study this accident 
rate was almost identical to the rate in their “control” group of non-diabetic siblings [Stevens, 1989]. In the 
Edinburgh study, an eight year follow-up of 232 of the original 1980 cohort, the accident rate of diabetic 
patients was approximately half that for the Scottish general driving population although this latter figure 
was only a crude estimate. The control figure was obtained from examination of the Department of Transport 
statistics for road traffic accidents in that period which gave an accident rate for the general population of 10 
accidents per million miles driven and from an analysis of motor vehicle insurance claims which gave a rate 
of 9.5 accidents per million miles [Eadington and Frier, 1989]. 
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Another case-control study examining the 1 year motor-vehicle accident experiences of 127 insulin- 
dependent diabetic patients and 127 siblings was undertaken to examine the motor vehicle accident rates by 
Songer et al [Songer, 1988]. In multivariate analyses the overall accident rate of cases and control subjects 
did not differ significantly. Female diabetic drivers in this study showed a significantly higher accident-rate 
but the traditional risk factors for accidents of young age and single-status appeared to have an equally strong 
influence on accident occurrence. 


A more robust but still retrospective approach was taken by Hansotia and Broste who studied all road 
traffic accidents occurring in a population of more than 30,000 living in a geographically defined area of 
Wisconsin. Within this population they focused on 486 epileptics and 241 diabetics. There was no significantly 
greater risk of all road traffic violations in the diabetic or epileptic group although if one focused down at 
accidents resulting in injury, ie severe road traffic accident, they were slightly over-represented both in patient 
groups. This study however did not distinguish between types of diabetes (over 90 per cent were classified as 
having type 2 diabetes) or the treatment modalities and of the 1819 potential subjects with diabetes identified, 
only 895 records were ultimately reviewed. A number of patients were eliminated from the study because of 
incorrect diagnostic code (181 patients) leaving a study group of 714 patients. Many of the affected persons 
did not have driving licenses or had inactive licenses because of suspensions or revocations reducing the final 
diabetic cohort studied to 484 patients. The data from this and the other keys studies quoted above are 
summarised in table 1. 


In the most recent European review of the wider issue of accidents in general, Mathiesen and Borch-Jensen 
reported on the experience of 7,599 diabetic members of the Danish Diabetes Association who were followed 
up for three years. The control groups were a) individuals with leisure-time insurance within the same 
company (individual issue) and b) members of full-time group-based insurance (bank employees) in the same 
company. The risk of accidents (all types including road traffic accidents) was 0.7 per 1,000 person-years in 
the diabetic group, compared with 4.5 per 1,000 person-years in the leisure-time and 5.5 per 1,000 person- 
years in the second non-diabetic control group. The authors concluded that the risk of accidents of all sorts 
including RTA’s and of permanent disability was not increased in patients with diabetes and that they should 
be offered accident insurance at standard premiums [Mathiesen and Borch-Jensen, 1997]. 


These studies taken together suggest the insulin-treated diabetic driver does not pose a risk to road safety. 
The studies are however universally flawed by variable definitions of hypoglycaemia, inherent ascertainment 
bias and selective patient collection. The major problem is that the patients studied were, in most cases, 
attending diabetes hospital out-patient clinics and presumably invited and agreed to complete a 
questionnaire, give an interview or return a postal questionnaire. The data relies on reliable and accurate 
patient recall and assumes that insulin-treated patients regularly attending diabetes hospital out-patients are 
representative of that population as a whole. 


Despite the inherent limitations this is the best evidence available on which to base relevant decision- 
making and using this knowledge base, the weight of informed medical opinion in this field has consistently 
written recommending that further restrictions of motor vehicle licensing for insulin-treated diabetes could 
not be justified on the present medical evidence. Thus: 


Songer et al, 1988 
“our data suggest that, overall, drivers with IDDM do not have an increased accident rate”. 
Eadington and Frier, 1988: 


“within the limitations already discussed . . . no important change (increase) in the accident risk for 
drivers with type 1 diabetes was therefore detected in this study”. 


Stevens et al, 1989: 


“the available evidence in the United Kingdom is that as a group diabetics treated with insulin have 
a similar rate of road traffic accidents as the general public.” 


Hansotia and Broste, 1991: 


“On the basis of this study, we do not think it wise to restrict further the driving privileges of persons 
with diabetes or epilepsy.” 


Langens et al, 1992: 


“The risk of diabetic patients being involved in traffic accidents as reported in foreign studies and 
calculated in the Dutch data, does not exceed that which is to be expected from the prevalence of 
diabetes mellitus. This justifies a flexible policy for the licensing of drivers with diabetes mellitus.” 


Mathiesen and Borch-Johnsen, 1997: 


“the risk of accidents and permanent disability is not increased in diabetic individuals” 
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Mawby, 1997 


“individuals with insulin-treated diabetes mellitus in the US are immediately disqualified for 
interstate commercial drivers license despite an over-whelming lack of evidence to support the 
practice and a preponderance of evidence to support a policy of considering such evidence on a case- 
by-case basis.” 


It is surely a valid criticism that further restrictions are being introduced in the absence of comprehensive 
figures because “information on the medical circumstances of drivers involved incidents cannot be readily 
collected”. The evidence that has been collected provides no support for an extension of restrictions. As there 
remains reasonable doubt, it would seem essential that the mechanism to collect reliable information is 
expeditiously put in place. j 


THE POLYCAUSALITY OF ROAD TRAFFIC ACCIDENTS: FACTORS PROMOTING AND REDUCING RISK IN DIABETES 


There can be no doubt that patients with diabetes and particularly those treated with insulin are at 
increased risk of hypoglycaemia and that hypoglycaemia can result in RTA’s. Hypoglycaemia can be 
considered a relatively specific acute metabolic complication of diabetes therapy. It is extremely rare in other 
disease states and for practical purposes it is a specific risk for the diabetic driver treated with insulin or 
sulphonlyureas. In the questionnaire surveys hypoglycaemia was consistently reported among diabetic 
populations as a cause for somewhere between 5 and 16 per cent of accidents. Clearly the risk for 
hypoglycaemia is increased by concomitant alcohol use/abuse. Alcohol reduces hypoglycaemia awareness 
and blunts the counterregulatory hormonal responses which aid recovery from hypoglycaemia [Kerr et al, 
1990]. 


If the total accident risk is not excessive but patients are exposed to the significant and peculiar additional 
risk of hypoglycaemia, then other risk factors must be of less consequence and reduced significance in these 
patients. It may be that heightened awareness of the potential problems results in many self-imposed driving 
restrictions. Both Songer [1988] and Eadington and Frier [1988] found that most diabetic drivers who stopped 
driving did so voluntarily rather than as a consequence of revocation of their driving licence. Indeed several 
authors have suggested that diabetes exerts a “prophylactic effect on diabetes driving” and that responsible 
patient behaviour may be the biggest factor contributing to the risk reduction. Eadington and Frier [1988] 
suggests: 


“self-regulation by diabetic drivers who cease driving because of declining health and driving skills 
may offset the potential increase in risk of road traffic accidents from hypoglycaemia, and may 
explain why the accident rate was no different from that of a compatible group of non-diabetic 
drivers. Diabetic drivers in general have the common-sense and social responsibility to stop driving 
voluntarily as their health declines and complications develop”. [Eadington and Frier, 1988]. 


Alternatively, the three year medical review imposed by licensing authority to ensure that adequate visual 
and other standards are met, may be removing a vulnerable group from the pool of drivers, eg those with the 
insidious onset of reduced visual acuity who are not being similarly identified and removed from the general 
driving population. 


INCONSISTENCIES IN THE LAW 


There are a number of major inconsistencies about how the law is presently applied. The Second EC 
Driving Licence Directive, which came into effect in the UK on 1 January 1997, requires that drivers of 
vehicles weighing between 3.5 and 7.5 tonnes (category C1) and of small passenger carrying vehicles (> 8 but 
< 16 passengers) should now be required to meet the standards of health required for Group 2 entitlement, 
previously applied only to drivers of lorries over 7.5 tonnes and buses and coaches. “Volunteer” drivers can 
however continue to drive minibuses and small vans on the strength of their category B licence until they are 
70. Further in the application of this EEC directive, individual exceptions were anticipated and permitted by 
the EC although the British government have chosen to impose a “blanket-ban”. 


The position with regard to HGV license holders also seems inconsistent. Prior to April 1991, this was not 
covered by legislation in the UK, and the EEC directive was implemented by the Department of Transport 
when diabetic drivers applied for HGV licenses. This policy was challenged in the High Court where the ruling 
was that an HGV licence could not reasonably be withheld from a diabetic applicant without detailed 
knowledge and consideration of the individual circumstances [Cockram et al, 1986]. This judgement 
encouraged diabetic drivers with stable glycaemic control who had medical support to apply for an HGV 
licence on a discretionary basis. The UK legislation was changed with effect from April 1991, when all insulin- 
treated diabetic drivers were banned from applying for HGV licences. 


Insulin-treated drivers who were in possession of an HGV licence dated from before 1991 could however 
continue to apply. Many do so and have had their licenses renewed. 
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While European governments have progressively restricted driving permits for insulin-treated diabetic 
drivers [EEC, 1990], in the US the restrictions on motor vehicle driving have been relaxed. Also in the US 
[Federal Register, 1990], the Federal Aviation Administration have overturned the indiscriminate ban on 
recreational pilots with insulin-treated diabetes and in the light of the evidence, have begun to issue licenses 
on a case-by-case basis [Mawby et al, 1997]. 


CLINICAL IssuES: RISK BENEFIT RATIO OF TIGHT GLYCAEMIC CONTROL 


Since the publication of the landmark North-American Diabetes Control and Complications Trial 
provided incontrovertible evidence that intensive insulin therapy and tight glycaemic control results in a 
reduction in the development and retardation of the progression of the microangiopathic complications of 
diabetes, the aims of modern diabetes care have included the achievement and maintenance of optimal 
glycaemic control [DCCT, 1993]. The down-side of intensive glycaemic control in many studies however is 
an increase in frequency of hypoglycaemia observed in the intensively-treated patients. The risk was threefold 
increase in the DCCT study. Intensive control in insulin-treated diabetes does not however inevitably equate 
with problematic severe hypoglycaemia and several authors have now reported the potential for achieving 
and maintaining optimal glycaemic control without increased hypoglycaemia. Further important advances 
in medical therapy are assisting in the pursuit of good glycaemic control with minimal associated 
hypoglycaemia. The insulin-analogues with their more favourable time-action characteristics may assist 
significantly [Holleman, 1997]. In a recent report in Diabetes Care from several European centres the 
frequency of hypoglycaemic coma was reduced from 36 to three episodes in a six-month period and the 
frequency of severe hypoglycaemia (hypoglycaemia requiring third party intervention to promote recovery 
reduced from 58 to 36 episodes in 199 patients randomly allocated to either Lispro or soluble insulin in a 
double blind cross-over study. The patients in this study were all tightly controlled (HbAIc 7.3+ —1.1 per 
cent) [Holleman, 1997]. Other groups have suggested that with intensive education programmes such as blood 
glucose awareness training (BGAT) introduced by Cox et al, patients can learn to estimate their blood glucose 
concentrations and specifically to detect hypoglycaemia at an early stage. The preliminary studies suggest that 
after BGAT the incidence of hypoglycaemia decreases and patients are less frequently involved in road traffic 
accidents [Veneman, 1996]. Even patients with hypoglycaemia unawareness, for whom a temporary driving 
ban is entirely appropriate, can regain symptomatic warning of impending hypoglycaemia and improve 
hypoglycaemia awareness by a meticulous avoidance of hypoglycaemia [Cranston, 1994]. 


Health care professionals have an obligation to counsel patients concerning occupational hazards related 
to diabetes. They also have an ethical and legal responsibility to protect society from diabetic patients who 
present unacceptable hazards without unnecessarily infringing civil liberty. The indiscriminate exclusion of 
insulin-treated diabetic drivers have however failed to take account of the possibilities of identifying with the 
small proportion of patients who account for the greatest increase in risk. Patients with tight glycaemic 
control are at increased risk but in most studies the strongest predictors of risk of hypoglycaemia are a history 
of unawareness of hypoglycaemia, experience of frequent occurences of severe hypoglycaemia and previous 
experience of hypoglycaemia related injury or accident [MacLeod et al, 1993]. Present knowledge does not 
allow the prediction with certainty of those who will experience hypoglycaemia but would allow identification 
of those at greatest risk and since the contribution of hypoglycaemia the causation of RTA’s is small, this 
would seem the most sensible way forward. In Eadington and Frier’s study a substantial proportion (16 per 
cent) of the road traffic accidents were attributed retrospectively by the patients to hypoglycaemia, but several 
of these patients not only reported a higher frequency of hypoglycaemic episodes but also hypoglycaemia 
unawareness. Identifying and disqualifying this vulnerable group from driving (temporarily or permanently) 
would be more effective in reducing the contribution of hypoglycaemia to the causation of RTA’s. 


The risk of hypoglycaemia can be modified and more relaxed glycaemic targets are appropriate for those 
for whom the benefits of treating persistent hyperglycaemia are outweighed by the risk of recurring severe 
hypoglycaemia. More liberal glycaemic targets may also be appropriate in individuals driving to allow greater 
hypoglycaemic warning and reduced risk. As always, the goals of glycaemic control should be individualised 
and tailored to the specific needs and circumstances of the person with diabetes. 


EQUITY AND EFFICACY IN IMPROVING ROAD SAFETY 


The question must be asked: what is the purpose of the further restriction of driving privileges for insulin- 
treated diabetic drivers? If it is removing hypoglycaemia as a cause of road traffic accidents then a blanket 
ban will be unsuccessful and a more effective strategy would be to make the decision on an assessment of the 
risks in each individual case. Given that the contribution of hypoglycaemia to the total accident rate is very 
small, more effective strategies to improve road safety are available. 


Hansotia and Borste have suggested that given the very low rates of relative risk in the diabetic driving 
population (13 per 5,665 accidents in the 14 year period of their study) in comparison to the rates in drivers 
under age 25, who showed an excess of 1,058 accidents when compared with all older drivers combined, or 
the excess number of accidents among men when compared with women (1,586 accidents), a blanket 
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restriction on diabetic drivers will not significantly improve road safety. They make the point that a ban on 
all young or all male drivers would clearly be more productive in terms of improving road safety but represent 
a totally unacceptable restriction of the freedom of individuals. Is there any more justification for the 
restriction of rights of insulin-treated diabetic drivers which will be much less effective in improving road 
safety? It would do well to remember, as Songer has commented: 


“hypoglycaemia, despite all its discussion, still remains only part of the accident puzzle and 
probably only a very minor component. Many more important factors have been shown to be 
related to truck and automobile accidents. These include young age, male sex, mileage driven, 
alcohol impairment, previous accident and infraction history” [Songer, 1989]. 


CONCLUSION 


A careful review of the available evidence suggest that the wise Scottish verdict of unproven is the correct 
one to deliver on this question at the present time. Alternatively and at the very least, the jury must fail to 
reach a verdict until more robust and more definitive evidence is available. It is possible, within the insulin- 
treated diabetic population to identify using a number of recognised clinical, historical and biochemical 
criteria the subset of diabetic patients who are potentially at greatest risk from unrecognised hypoglycaemia 
and consideration of each individual case on its merits is the reasonable position. Maximising road safety is 
in everyone’s interest but cannot be justifiably achieved by restricting the driving privileges of those who have 
consistently been exonerated from claims that they pose a significantly greater risk than the general driving 
population. 


Table 1. Road traffic accidents in diabetic patients and control groups. 
Modified from Cox et al, Diabetes 193 
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Annex B(1) 


DRIVERS TREATED WITH INSULIN AND CATEGORIES C1 AND D1 
AN OUTLINE OF INDIVIDUAL ASSESSMENT | 


1. BACKGROUND 


Following recent meetings and debate surrounding the current Government ban on individuals dependent 
on insulin from driving categories Cl and D1, the British Diabetic Association has convened a Working 
Group to submit a model for a case by case assessment of individuals. This is submitted for consideration by 
the Government and the Honorary Advisory Panel at their next meeting in April. The Group comprised 
experts from all aspects of diabetes care and was Chaired by the Vice Chairman of the British Diabetic 
Association, Professor George Alberti. A list of members is attached. 


The Group was asked to produce a workable, realistic assessment procedure which would satisfy the 
following criteria: 


not rely solely on self assessment; 

identify individuals on insulin who have unawareness of hypoglycaemic attacks; 

identify individuals who have had accidents on the road due to hypoglycaemic collapses; 
identify individuals who experience frequent severe hypoglycaemia; 

be as unequivocal, clear and precise for doctor, individual and DVLA as possible; 


balance individual responsibility with medical discretionary powers. 


2. A TIGHTER SYSTEM 


The Group considered a number of aspects of how a revised system might operate, drawing on current 
DVLA administrative practises, other countries’ systems (from EU and Canada in particular), clinical 
experience, and the much tighter guidelines drawn up by the British Diabetic Association’s Driving and 
Employment Working Party on “Diabetic & Potentially Hazardous Occupations”. These guidelines were 
developed in response to local concerns over people on insulin working as firefighters, and are now used 
nationwide in the fire service. 


The Group has drawn up the attached tight set of questions for inclusion within the current licensing 
system. It believes this will target potentially dangerous drivers, and help ensure that only the most 
responsible, careful and safe individuals could receive C1/D1 licences. Some issues highlighted by the Group 
are outlined below. 
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2.1. Administration 


The current DVLA forms are comprehensive in terms of self-assessment; however a revised more stringent 
adaptation of forms such as D4 and DPM/MO for individuals on insulin who are specifically requesting 
C1/D1 licences could be made within the existing system. 


2.2 Approval/Self Assessment 


It is recommended that individuals do not undertake any form of self-assessment if requiring C1/D1 
licences. Assessment/approval of licences should be made by the individual’s consultant only. Individuals 
would only be able to receive/renew licences following mandatory appointments with his/her consultant. A 
system of yearly review should be initiated. This should help ensure that only persons with sufficient 
commitment to receiving and retaining their licences are granted them. The onus should be on the individual 
to prove that they are responsible. 


2.3 Targeting Individuals 


The revised system could be used for newly insulin-dependent individuals whose condition has stabilised, 
or whose condition required insulin after formerly taken tablets. Consultants who are personally acquainted 
with patients over a length of time will be well placed to ensure that potentially risk-taking drivers, including 
individuals without hypoglycaemic awareness are not granted licences. Individuals should prove that they 
self-monitor and are aware of their responsibilities in reporting changes in their condition. Failure to self- 
monitor or any recent case of disabling hypoglycaemia (where a third person is required for recovery—see 
attached) would negate the driving licence. 


2.4 Driving Conditions 


Following further research, it is understood that current EU rules on driving hours stipulate clearly that 
many vehicles weighing over 3.5 tonnes, and some passenger carrying vehicles, are required to be fitted with 
tachographs and are subject to strict driving regulations. These include daily, weekly and fortnightly driving 
limits, and specified rest periods. It is understood that these legal requirements apply primarily to commercial 
drivers. The adherence to these rules could be helpful to individuals on insulin interested in holding 
commercial licences in terms of ease of opportunity for self-monitoring and required meal breaks. The 
Working Group would recommend that the existence and implications of these regulations are considered by 
the Government and Advisory Panel in their discussions on the granting of commercial licences for the future. 


2.5 Wider Campaigns—Education and Reporting 


The Working Group would recommend that a series of tougher guidelines are developed specifically 
targeting drivers of C1/D1 categories; and that a wider education campaign be initiated to new drivers and 
the medical profession concerning reporting of diabetes and the impact of a worsening of the condition as 
relates to driving. The British Diabetic Association would be pleased to work with the DVLA in making 
progress on this. 


Annex B(2) 


QUESTIONNAIRE—TO BE COMPLETED BY CONSULTANT DIABETOLOGIST FOR DRIVERS 
WITH INSULIN TREATED DIABETES MELLITUS 


The following to be incorporated within the existing system. 


GUIDANCE NOTES 


1. Cl Classification refers to large goods vehicles of between 3.5 and 7.5 tonnes. D1 classification refers to 
minibuses of between 9 and 16 seats. 


2. Disabling hypoglycaemia refers to any instance of hypoglycaemia where a third party is required for 
recovery. 


3. Diabetes complications include retinopathy, neuropathy (peripheral or autonomic), nephropathy; and 
large vessel disease ie coronary artery disease, peripheral vascular disease or cerebrovascular disease. 


4. Hypoglycaemic unawareness may be temporary; re-application may be allowed on return of awareness. 
5. This form is to be completed at or after consultation with the applicant, not from case notes. 
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QUESTIONS 


1. Do you consider the applicant to be mentally and physically fit in accordance with non-diabetic 
standards for driving vehicles of Cl and D1 category? 


2. Is the applicant’s diabetes under regular (at least annual) hospital diabetes clinic review? 

Is the applicant’s diabetes under “stable” control—ie, not prone to unpredictable glycaemic swings? 
Does the applicant self-monitor their blood glucose? 

Is the applicant well motivated in diabetes self-care? 

Has the applicant suffered from any incidents of disabling hypoglycaemia in the past 12 months? 
Does the applicant have any impairment of hypoglycaemic awareness? 


Clas GUS Sake. > Bk) 


Does the applicant have any significant diabetic complications (see above). Please give details. 


Annex C 


DRIVING ARRANGEMENTS IN OTHER COUNTRIES 


1. The Netherlands issues Group 2 licences on an individual basis for one to three years subject to 
independent medical examination. 


2. Finland and Sweden, for example, protect existing licence holders who use their licences as part of their 
employment. 


3. In Belgium, it is understood that individuals on insulin can in exceptional cases be granted Group 2 
licences if a number of conditions are met, including regular medical check-ups, good hypoglycaemic control 
and a good driving record. 


4. Denmark grants Group 2 licences “when a proper justified medical certificate is available and provided 
that regular medical examination is available and provided that regular medical examination is done”.”? 


5. Other countries have introduced a variety of systems allowing people on insulin to drive equivalent 
larger vehicles. For example: 


— In New Zealand, most people with Type 1 diabetes are able to drive a Class 1 vehicle (up to 4,500 
kg gross laden weight), although they would not be permitted, for example, to carry paying 
passengers or be a driving instructor. People with Type 2 diabetes who use insulin are permitted to 
drive other types of vehicle provided they meet certain conditions, which are: 


— A regular pattern of shifts with adequate meal breaks. 
— Limited driving hours. 


— Three monthly certification from a doctor, documenting compliance with treatment, 
adequate diabetes control and absence of diabetic complications. 


— Annual specialist assessment. 
— No dangerous goods to be carried. 


— The majority of states in the USA have been moving to a more liberal regime and do allow insulin- 
treated people with diabetes to hold commercial licences. 


— Canada has revoked a former “blanket ban” on commercial drivers on insulin, and has adopted new 
licensing regulations in conjunction with the Canadian Diabetes Association. The Canadian system 
works on a model of individual assessment in conjunction with stringent self-monitoring 
procedures. 


*3 Danish Ministry of Transport Executive Order No 196, 11 March, 1997, Article 3, sub-article 4. 
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Examination of Witnesses 


MR PAUL STREETS, Chief Executive Officer, DR SALLY MARSHALL, Consultant Diabetologist, Newcastle- 
upon-Tyne NHS Trust, and Member of the BDA Driving and Employment Working Party, Mr SIMON 
O’NEILL, Head of BDA Diabetes Care Services, the British Diabetic Association, were examined. 


Chairman 


1. Good afternoon, gentlemen and lady. Thank 
you very much indeed for coming along and helping 
the Select Committee on Science and Technology this 
afternoon with our inquiry into diabetics and 
driving. May I, Mr Streets, assume that we shall 
direct our questions to you, in the first instance, and 
if you wish to call in aid either Mr O’Neill or Dr 
Marshall you will do so? But if Mr O’Neill or Dr 
Marshall wish to make any comment, at any stage, if 
they could try to catch my eye, I will, of course, call 
them in to make their comment, but for the sake of 
good order we will direct our questions, in the first 
instance, to Mr Streets. Mr Streets, I am sure that 
you have been briefed on our inquiry; we are doing a 
fairly large inquiry into scientific advice to 
Government, the quality of the advice the 
Government gets, the use the Government puts the 
advice to, and the effect that scientific advice has on 
modern government. We decided to conduct that 
inquiry by a series of case studies; we have completed 
two already, and we are publishing our case studies 
separately before we come to publish our overall 
report. The first one we did was genetic modification 
of crops and food, the second one was the possible 
health effects of mobile ‘phones, and our third one is 
diabetics and driving licences. We are trying to take 
topical issues that have a scientific base and where the 
Government would require advice, thus judging the 
nature of the advice Government gets. And it is in 
that context that we are doing our present inquiry, 
and we thank you in advance for the help you are 
going to give us. Would you care just to introduce 
yourself and let your two colleagues do the same, 
before I put the first question? 

(Mr Streets) Certainly, yes. I would say, first of all, 
of course, we welcome the opportunity to come here 
to talk to you, thank you very much for inviting us to 
give evidence. I am Paul Streets, I am the Chief 
Executive of the British Diabetic Association. 

(Mr O’Neill) My name is Simon O’Neill, I am the 
Head of Diabetes Care Services at the BDA. 

(Dr Marshall) 1 am Sally Marshall, I am a 
consultant physician in Newcastle, Reader in 
Diabetes in the University, and a member of the 
British Diabetic Association Driving and 
Employment Working Party. 


2. Have you come down from Newcastle to be with 
us today? 
(Dr Marshall) I have. 


3. We are very grateful; thank you. 
(Dr Marshall) Thank you for having me. 


4.  Insulin-treated diabetics are known 
occasionally to become hypoglycaemic and this can 
lead, we understand, to confusion, behavioural 
changes and possibly even unconsciousness. We are 
aware that insulin-treated diabetics, particularly 
those that drive heavy goods vehicles, are already 
subject to stringent controls on their entitlement to 
hold the appropriate driving licence. Do you think 


that the level of risk that these-insulin-treated 
diabetics might have justifies any special treatment 
for issuing or renewing driving licences for them? 

(Mr Streets) I will ask Dr Marshall to come in on 
this, but I think I would initially point out that the 
Association’s position is that we believe that road 
safety must be paramount, but of course it has got to 
be balanced against the liberty of individuals being 
denied the right to drive, and we believe that that 
needs to be based on proper assessment of risk. Dr 
Marshall has more expertise in this and I think I 
would defer to her to answer your specific question, 
if I may. 

(Dr Marshall) There is always a risk in anyone 
treated with insulin of hypoglycaemia. Our argument 
would be that the risk, however, is not equal for each 
individual patient, that there are well-validated ways 
of assessing an individual’s risk of severe 
hypoglycaemia, so that we could categorise people, if 
you like, on an individual basis, as people at 
relatively low risk of hypoglycaemia and people at 
higher risk. That risk assessment has already been 
put into practice in some aspects of employment of 
people with insulin-treated diabetes, and I think 
could be used as a way forward of assessing risk on 
an individual basis in terms of someone’s driving 
abilities. 

5. But we are saying, and you are agreeing, that, 
those that are insulin-treated, it is right perhaps to 
have some control over the possession of heavy 
goods vehicle licences; are you agreeing with that? 

(Dr Marshall) Yes, we are. 


6. But are you saying, despite the fact that road 
safety is very important—the whole of life is a 
balance, of course, between one factor and another— 
that there is no perceived urgent need to have any 
control on driving licences other than heavy goods 
vehicle driving licences? 

(Dr Marshall) I think that is difficult, because I 
have no feel for what the Advisory Panel, or, indeed, 
the Department of Transport, classifies as 
unacceptable risk; as I said, there will always be some 
risk. We believe that we can classify people into low 
risk and high risk, and if that were done on an 
individual basis then we feel very strongly that a 
more rational basis of deciding who can drive heavy 
goods vehicles and other vehicles and who should not 
drive those could be made. So we would not argue 
that everyone treated with insulin should be allowed 
to have all categories of licences; we would argue 
strongly for a risk assessment on an individual basis, 
and those people thought to be at low risk being 
allowed to drive. 


Mr Beard 


7. Who would carry out that risk assessment? 

(Dr Marshall) Using the employment situation as a 
model, the risk assessment is carried out there by the 
diabetes physician, who obviously has a specialist 
knowledge of diabetes and of the individual’s 
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diabetes, but also by an occupational health 
physician who has more understanding of the risks 
attached to a particular occupation than I, as a 
diabetologist, would do; so there is a joint 
assessment. And, again, the consultant diabetologist 
could carry out the medical assessment of a person 
treated with insulin, in terms of their ability to drive, 
but it may also be appropriate that someone with 
knowledge of road safety, road traffic accidents, has 
input into that procedure as well. 


8. But, basically, it would be the same people who 
were represented on the Advisory Panel on Driving 
and Diabetes? 

(Dr Marshall) The members of the Advisory Panel, 
obviously, have great expertise in diabetes, and I 
know that Dr Tony Stevens is also an occupational 
physician who has expertise in occupational health. 


Chairman 


9. We understand there is a condition known as 
hypoglycaemia unawareness; what is the likelihood 
of a diabetic who has not experienced this 
hypoglycaemia unawareness in the past experiencing 
it in the future? 

(Dr Marshall) The awareness of hypoglycaemia 
tends to diminish the longer the duration of diabetes; 
so someone who has had insulin-dependent or 
insulin-treated diabetes for 15 to 20 years has a 
higher chance of not recognising the early warning 
signs of hypos than someone who has been diagnosed 
for a shorter time. So the duration, the length, of 
diabetes and of insulin treatment is important. The 
tightness of the diabetes control also seems to have a 
bearing on the awareness of hypoglycaemia, in that 
someone who is used to running a blood sugar level 
very close to normal may not notice if their sugar 
level falls a little bit below normal, whereas someone 
who is used to running at a higher glucose level, a 
higher sugar level, will appreciate that fall. 


10. And all these are things that you would say 
should be taken into account in the risk assessment? 

(Dr Marshall) Yes; and those are things that would 
be discussed at an individual consultation with the 
diabetes physician. 


11. Do you, Mr Streets, have any statistics, from 
either this country or elsewhere, regarding the 
frequency of hypos causing road accidents? 

(Mr Streets) No, we do not. We do have the 
statistics which were mentioned in response to a 
Parliamentary Question, which referred, in 1996, to 
27 incidents where people with diabetes had 
collapsed at the wheel; that compares, for the sake of 
example, with comparisons of the actual casualties 
from drink-driving, which were over 16,000, and 
driver fatigue of 31,000. So that is, during the period 
1996, 27 people with diabetes collapsed at the wheel. 
We do not know how many of those incidents 
actually resulted in any casualty. 

Chairman: It might be as well if we did know that, 
because collapsing at the wheel, even though it is less 
frequent than somebody having an excess of drink, is 
perhaps more traumatic than someone that just 
cannot judge the distance between two cars. It is a 
shame that we do not have more statistics in that 
area. 
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Mr Beard 


12. That was over what period, those 27 people? 

(Mr Streets) The response to the question was 
during 1996, and my presumption was that that was 
from April 1995 to March 1996. 


Chairman 


13. Do you know if there is any research being 
carried out into statistics on road accidents and 
diabetes? 

(Mr Streets) We have tried to work with the 
DVLA and the Department of Transport on this, 
and we understand, from the DVLA, it is extremely 
difficult to extract these statistics. Certainly, it would 
be possible for the DVLA to do that, because they 
would be based on road accident statistics. The one 
thing I would say is that one of the issues for the 
Association for a long time has been discrimination 
in terms of insurance for people with diabetes, and we 
know that the position with insurers increasingly is 
that they no longer discriminate against people with 
diabetes, so the assumption being, therefore, that, 
actuarially, they cannot justify that. So that would 
indicate that, from an insurance perspective, they do 
not regard people with diabetes, in the main, as being 
more risky, from an insurance perspective, than 
those without diabetes. 

Chairman: That is very helpful. 


Mr Taylor 


14. Can I apologise; I am going to leave 
immediately after I have asked these questions; it is 
not in response to your answers. It would be useful, 
I think, to clarify your reactions to the three-year 
renewal of licences under category 1, cars and 
motorcycles. Are you satisfied with the balance there 
between, I think you used the phrase in your opening 
remarks, road safety and freedom to drive? 

(Mr Streets) We are very comfortable with the 
position with respect to categories A and B, and the 
1 to 3 year renewal, because we think it is based on 
individual assessment, so it is consistent with what we 
would advocate on other categories of vehicles as 
well. 


15. So are you saying that individual assessment 
works in category 1, but there is no offer of individual 
assessment in category 2? 

(Mr Streets) That is the basis of our argument, yes. 


16. And would the basis of calculation, or 
assessment, be similar in categories | and 2, if it were 
allowed in category 2? 

(Mr Streets) I think that we would expect, and I 
will ask Sally to come in on this in a moment, but I 
think our expectation is, clearly, there is a higher 
degree of risk with respect to class 2 vehicles, and 
therefore one would expect that the risk assessment 
model would be more rigorous. And, in fact, we 
ourselves, the model of risk assessment for categories 
A and B is based essentially on self-assessment, and 
the model of risk assessment that we propose for 
category class 2 vehicles is not based on self- 
assessment, for that reason; we believe it is absolutely 
right that it should be very rigorous and based on a 
relationship with a consultant. The one thing that I 
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would say, which is perhaps useful for the Panel in 
terms of the relationship between the consultant and 
the person with diabetes, is, the nature of the 
condition means that when somebody contracts it 
they have it for life, and typically there is a very close 
relationship between the person with diabetes and 
the consultant, so this is not something that happens 
every now and again. I think it is a reliable basis to 
use that relationship as a basis to assess the risk, and 
therefore we do say that there should be different risk 
assessment models for those two categories of 
vehicle. I do not know, Sally, if you can add anything 
to that. 

(Dr Marshall) The assessment for the group 1 
licences, the medical assessment form already carries 
a question about hypoglycaemia, frequency of 
hypoglycaemia and awareness of hypoglycaemia, on 
it; so, yes, those facets are included in our assessment 
of people applying for a standard licence, and we do 
that rigorously, not just in the interests of driving but 
in the interests of the person’s general health, 
because, obviously, severe hypoglycaemia is a risk 
whether someone is driving or not. 


17. Yes, lappreciate that. It is an interesting point, 
because in category | it is self-assessment. To what 
extent would somebody knowingly or unknowingly 
withhold information about their condition? 

(Dr Marshall) There is a paper referred to in the 
review article by Dr MacLeod actually written by 
one of the members of the Advisory Panel, Dr Brian 
Frier, from Edinburgh, where he states that, in the 
group of patients whom they studied, the number of 
patients who had stopped driving voluntarily was the 
vast majority of those who had actually had their 
licence revoked, most people had stopped voluntarily 
driving before their licence was formally revoked. So 
I think the vast majority of patients are completely 
honest. 


18. But you are not going to a self-assessment for 
category 2, even if it were possible? 
(Dr Marshall) No. 


19. Is there any other comparable medical 
condition that is treated like diabetes? 

(Mr Streets) | know that there is a Panel which 
deals with epilepsy, but I am not familiar with that; 
I do not know whether either of my two colleagues 
would be. 

(Mr O'Neill) There are similar regulations in the 
renewal of licences, I believe it is actually on medical 
grounds and I believe you actually need a certificate 
from your doctor to say you have been fit-free for a 
period of time, which has actually just been reduced, 
I think. 


20. I just wondered whether there were any 
comparable statistics that we might look at? 
(Mr Streets) No, sorry. 


Mr Jones 


21. I would like to concentrate on category C and 
category D vehicles, the heavy lorries and coaches. I 
think Dr Marshall agreed that we would need a 
higher medical standard for fitness to drive these 
vehicles—I think you said that earlier—because 
these larger vehicles have greater potential for 
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causing harm if they are involved in accidents. If we 
are going to change the law, we will need to define 
that very carefully; how would you define it? 

(Mr Streets) Can I be clear on the question; define 
the risk or assess risk? 


22. How would you set the higher level of fitness, 
and what tests would have to be carried out? 

(Mr Streets) We refer in the paper to an individual 
assessment model that we believe would be 
appropriate for class 2 vehicles, and we have more 
information on that which we would be happy to 
provide to the Panel. We have put that proposal also 
to the Honorary Advisory Panel, suggesting that it 
would be a model that could be used which is more 
rigorous and more stringent; but Dr Marshall has 
actually applied this model, so if we can ask you to 
comment. 

(Dr Marshall) 1 think the nub of the argument 
hinges around hypoglycaemia, and IJ think that these 
stringent criteria would be an absence of previous 
severe hypoglycaemia and normal awareness of the 
early warning symptoms of hypoglycaemia; whereas 
the criteria applied by the DVLA for a standard class 
of driving licence allow a previous episode of severe 
hypoglycaemia, provided it is not within the last 
three months, and ask that the person must have 
some warning of impending hypoglycaemia. So my 
more stringent criteria would be an absence, a 


complete absence, of severe episodes of 
hypoglycaemia and normal awareness. of 
hypoglycaemia. 


23. What has been the impact, in your experience, 
on insulin-treated diabetic professional drivers of the 
change in the definition of group 2 vehicles, which 
now include minibuses and smaller lorries? 

(Mr O'Neill) At the BDA we actually have a 
telephone helpline which takes about 40,000 calls a 
year, and we get about 100 calls a month on issues 
around driving; now, obviously, not all of those have 
lost their jobs. There are some examples, I believe, in 
the evidence that we gave to you, of particular cases. 
The problem with actually giving direct numbers is, 
a lot of people ‘phone for some information or advice 
but then they do not always follow that up, so we are 
not always able to trace these cases through. There 
are perhaps two issues here. There are some people 
who have obviously lost their jobs, and we have listed 
some of those; there are also a lot of people who have 
been very concerned about the changes in legislation 
to their lifestyle and have been fearful that they will 
lose their jobs, and therefore they have jumped 
before they were pushed, if you like, you know your 
licence will come up for renewal within the next three 
years so you have three years to try to avoid that 
situation. And we know there are cases of that. But, 
in terms of exact numbers, there is no way we can say, 
we do not really even know, how many people are 
driving who are treated with insulin, just on a normal 
licence, let alone those with Cl licences. But we 
estimated about 90,000 to 100,000 people will have 
licences, and all of those people, over the last three 
years, will have lost the right to drive C1, D1 vehicles; 
whether that has affected their total livelihood, it is 
impossible to say how many. 
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24. You complain in your memorandum to us that 
there has been insufficient consultation over which 
drivers should be allowed to renew their Cl licences 
for small lorries. How much consultation was there, 
and have you made representations to the 
Government, and, if so, what was the answer? 

(Mr Streets) We have been in contact with both the 
Department of Transport and the DVLA, and the 
Honorary Advisory Panel, in fact we met with the 
Honorary Advisory Panel three weeks ago. I think 
the issue for us is that we believe this legislation could 
have been much better implemented, had we been 
consulted before decisions were made. The classic 
example of this would be the four-hour, three-day 
rule, which came to us completely out of the blue. As 
the organisation which represents 200,000 people 
with diabetes who are our members, it was clearly 
going to have a huge impact on us. We found out that 
this is the way the legislation is being interpreted by 
the DVLA, because somebody rang the Careline and 
told us that they had been told they could not renew 
their licence because they were not driving more than 
four hours three days per week, which to us is not 
acceptable, in terms of consultation. And our belief 
is that, had we had a consultation, we recognise there 
was an issue in terms of the interpretation of the EC 
Directive, had we been able to make representations 
to the Honorary Advisory Panel and to the DVLA 
and to the Department of Transport, we could have 
improved the quality of decision-making that led to 
a fairly arbitrary decision, as far as we are concerned, 
around the four-hour, three-day rule; that is the 
classic. But there are a number of occasions where we 
have been consulted or informed after the event, and 
the nature of the Association is one where we like to 
work with the bodies that are making these decisions, 
in order that, hopefully, the decision can be made in 
a more sensitive way. The other aspect of that is, of 
course, we are not in a position to communicate with 
people, if it comes to us out of the blue, we are 
powerless to tell our members why this decision has 
been made; and, clearly, as Dr Marshall has 
indicated, generally speaking, people with diabetes 
are responsible, they have a right, I think, to 
understand why a particular decision has been made, 
and we were not in a position on this occasion to 
give it. 


Chairman 


25. You are getting now right on to the whole issue 
of scientific advice to Government, which is the 
umbrella title of our inquiry, and you said just now 
that some decisions that are made are arbitrary, 
whether it is four days, or whatever. Of course, when 
you come to drawing a line, it is almost always 
arbitrary, because you can never decide quite where 
the line is going to go, and your decision and mine 
might be marginally different; but the decision to 
draw a line, the need to draw a line, should not be 
arbitrary, that should be from scientific advice. When 
you get the advice that there is a need to limit the 
amount of driving, or the size of a vehicle, we might 
be all agreed on that; where you draw the line, we 
might disagree and might have to make an arbitrary 
decision. But I would like you, if you can, just to tell 
us whether you feel that advice, that was going to 
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DVLA, or coming to the Government which then 
went on to DVLA, was really scientific advice, or was 
that arbitrary? 

(Mr Streets) I think one of the problems for us is 
actually deciding where the advice has come from, 
and one of the issues for us, as we pointed out in the 
presentation to you, is that we believe that these 
decisions are not made in a transparent way. It isnot | 
the fault of the Panel, the Panel clearly has the right 
people on it in order to advise on these decisions, but 
it is often very unclear to us whether a decision is 
made actually by the Panel on the basis of scientific 
evidence, or it is made somewhere else and then the 
Panel is asked to endorse it. And I refer back again 
to the four-hour, three-day rule; we are not clear 
whether the Panel were asked to endorse a decision 
that was made elsewhere, or whether that was 
actually on the basis of scientific evidence. And it is 
certainly impossible for us to sort that out from the 
information that we have; it is not possible for us to 
be clear on that. 

Chairman: Thank you, that is very helpful. 


Mr Beard 


26. You advocate that insulin-treated diabetics 
should be licensed to drive heavy-duty vehicles on the 
basis of an individual assessment; how could that 
operate in practice? 

(Mr Streets) If I could defer to Dr Marshall. Dr 
Marshall implements this. 

(Dr Marshall) We can go along with the model that 
is currently working, in the sense that the person 
could be given a licence for one year; coming renewal 
time then they could be asked to consult with their 
consultant diabetologist, who would have a standard 
report form to fill in, the risk assessment could be 
made and the documentation could go back to 
DVLA to make the final decision. 


27. Would there not be a danger in that, though, of 
a relationship building up between the diabetic and 
the consultant, and the consultant feeling: “Well, if I 
give an adverse report it will affect the person’s 
employability”, and therefore it is going to be a 
system which will err on the side of giving the benefit 
of the doubt to the diabetic? 

(Dr Marshall) None of us like to give bad news, but 
I would like to think that I and my colleagues are 
responsible members of society, and the safety of 
myself on the road and of everyone else, if it is 
necessary, must come over that individual person’s 
right to drive. 


Chairman 


28. Including the safety of the diabetic? 

(Dr Marshall) Including their own safety; and I 
think people with diabetes understand that, they 
know that if they have severe damage to their eyes 
then they will not be able to drive. They can 
understand the logic, they understand the reasoning, 
they understand the basis of the decision-making 
process. The problem with the decisions that have 
been made in the last two years is that neither we nor 
the people with diabetes understand why those 
decisions have been made. 
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29. What about the other side of the practicality of 
this, of the number of people, the amount of time, the 
amount of effort, that would be taken up in 
administering this test individually? 

(Dr Marshall) Good diabetes care now universally 
encompasses what we have termed an annual review, 
where a person is seen, their vision is checked, 
damage to the circulation, the feeling in the nerves, 
are all checked, inquiry is made about their diabetes 
control, about hypoglycaemia, about severe 
hypoglycaemia; so we are already, in routine diabetes 
care, gathering that data. The extra workload would 
be in the paper administration, the paper return to 
the DVLA. I do not think that that is a huge load, 
and I believe that my colleagues would be happy to 
do it, in the interests of their individual patients. 


30. Even though you are putting this extra 
responsibility on them often to determine someone’s 
livelihood? 

(Dr Marshall) We carry that responsibility now, in 
other ways. There may be questions of someone 
working a crane a hundred feet up in the air who has 
problems with hypoglycaemia; we are used to saying, 
“You should not be doing this, you need to stop.” 


31. Yes, but that is an advice, is it not, as opposed 
to a real stop? 

(Dr Marshall) Yes, but, again, it would be our 
advice to the patient and to the DVLA; the real stop 
comes from the DVLA. So we do have that buffer 
there. 


32. You have suggested a number of reforms to the 
Government’s Advisory Panel on Driving and 
Diabetes; what are your main objections to the way 
the Panel operates? 

(Mr Streets) There are a number, and I think that 
they would revolve around the issue of transparency, 
there is clearly an issue about how people are selected 
to be on the Panel, there is an issue of the length of 
tenure that people serve on the Panel; we believe, for 
example, as we indicated in our submission, that 
people should rotate, I know there are some members 
of the Panel who have been on there since the mid 
1980s. We believe that the agendas should be 
announced in advance and there should be an 
opportunity, in order to improve the quality of 
decision-making, for organisations to make 
representation to the Panel. We recognise that the 
BDA should not be represented on the Panel, but 
certainly we would like the opportunity to make 
representations to it, in order that it could take into 
account the evidence that we could give, in terms of 
making a decision; and part of the evidence that we 
would give would be based on science, part of it 
would be based on our view as a patient association. 
We believe that it should be proactive rather than 
simply reactive, and there is an issue, in the past, that 
the Panel has not met often enough to monitor what 
is a changing situation, that the nature in which 
diabetes is treated changes to a lesser or greater 
degree; there are factors that change that the Panel 
needs to keep a constant eye on, in order to monitor 
a change of position. 


33. What is it reacting to? 
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(Mr Streets) It would be reacting to—perhaps I 
could ask Dr Marshall to talk about some of the 
changes that have happened, in terms of treatment of 
diabetes, because that is pertinent over the sort of 
20-, 30-year period that we are talking about. 

(Dr Marshall) Since the early 1980s, diabetes care, 
I think, has revolutionised; before then people did 
not have the ability, the technology, to check their 
own blood glucose levels. Nowadays it is routine for 
anyone taking insulin to be able, very quickly, in 20 
seconds, to measure their blood glucose level for 
themself. The importance of very good, tight control 
has become realised, and, as a profession, we have 
become more and more aware of hypoglycaemia, 
problems with hypoglycaemia and dangers with 
hypoglycaemia. So diabetes care has changed 
enormously. There have been advents in care. There 
are new insulins on the market now, there are now 
ways of using those insulins, for instance, some 
people have an insulin injection at night but are 
managed with tablets throughout the day; we do not 
quite know where they would fit into the judgements 
which have been made by the Department of 
Transport. There are new tablets for treating 
diabetes, which are currently being marketed and 
being developed, and we do not know whether the 
Advisory Panel have considered those developments. 


34. Your suggestion is that, in talking about them 
being reactive rather than proactive, the people on 
the Panel are really not taking into account modern 
developments in therapy, treatment and 
management of the disease; that is what you are 
saying? 

(Dr Marshall) I do not know whether they have 
taken those developments— 


35. That is the implication, I think, of what Mr 
Streets was saying? 

(Mr Streets) The implication is that the Panel has 
not in the past been meeting often enough to be able 
to do that. 


36. But, the people who are on the Panel, I have got 
the names here and they are consultant 
diabetologists in all the major hospitals, for all the 
regions of the country, they surely know these 
developments very well? 

(Dr Marshall) I think the problem may be slightly 
historical, in the sense that we know the Panel did not 
meet between 1992 and 1995; there was a long gap, 
where diabetes care was changing very rapidly, and 
when I feel, very strongly, that the Panel should 
have met. 


37. But when it met it must have known this; these 
people—Dr Stevens, a consultant in occupational 
medicine, the Royal Hospital, Dr Frier, consultant 
physician and diabetologist, Royal Infirmary, 
Edinburgh, and all the rest, are of the same sort of 
standing—they must have known these things. It is a 
strange allegation that they were reactive because 
they did not really know what the developments in 
the science and therapy were? 

(Dr Marshall) I think they are fully aware, and I 
would not like to imply that they were not. I think the 
problem we have is not knowing how they are 
resourced, in terms of assessing to great depth what 
scientific evidence there is available, particularly on 
the driving issue. You have Dr MacLeod’s article in 
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front of you, based on a proper evidence-based trawl 
of all relevant medical literature; do the Advisory 
Panel actually have the resources to go and do such 
a literature search before making a decision, we do 
not know. 


38. But is the essence of your complaint really not, 
in the first point that was made, that they are not 
transparent enough, rather than their incompetence, 
or their reactivity, or any of the other things? 

(Mr Streets) If I may just respond to this. Part of 
the issue here is the fact that our understanding is 
that often the Panel is not able to set its own agenda, 
the agenda is set by questions that Ministers may 
want addressing. The point you have made is 
absolutely right, there are people there on the Panel 
who are experts, and we do not in any way wish to 
question their expertise, as a group of people who are 
experts in diabetes; but, for them to be reactive to 
changing situations, they themselves need to be able 
to set the agenda. For example, they themselves may 
need to decide how often they need to meet, rather 
than— 


39. How do you know they do not set the agenda? 

(Mr Streets) Our understanding is that the agenda 
is set largely by the DVLA and the Department of 
Transport. 


40. Understanding based on what? 

(Mr Streets) I think that is a fair question and I 
cannot answer that. It is part of going back to the 
issue of transparency, which we began with, that we 
are not quite sure how the agenda is set, but our 
understanding has been that the agenda has been set 
by the DVLA, by the DETR, not by Panel members 
themselves. 


Chairman 


41. But there are very few agendas that cannot be 
bent, if Panel members want to; agenda headings are 
generally very broad, they are not tight. One would 
have hoped that under an agenda heading, 
determined Panel members would turn the agenda to 
the items that they thought were most important, do 
you not think? 

(Mr Streets) I would hope that would be the case. 
I suppose it gets to the point of what the terms of 
reference for the Panel are, and we are not aware of 
those terms of reference because they are not in the 
public domain. 


Dr Williams 


42. Talking about the same strand and how 
transparent is this Panel, does it publish minutes, or 
do you know when its meetings are held, are some 
meetings held in public? 

(Mr Streets) No, it does not publish minutes. We 
have, on occasion, obtained minutes, but we are not, 
as a routine, contacted with minutes, or the agendas 
put out in advance; we do not know, necessarily, 
when the Panel is going to meet. 


_43.So the minutes are designed to be just internally 
circulated, for the members of the Panel only? 
(Mr Streets) That would appear to be the case. 
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44. Is it possible for you to make representations 
to that Panel, that is, to meet its Chair, or its 
Secretary, or its officers, or, indeed, the whole Panel? 

(Mr Streets) No. The first time that we spoke with 
the Panel was earlier this month, and that was at our 
direct request, and we have not been asked to make 
representations in the past. 


45. Are there some individuals there that you have 
a hot-line to and that are sympathetic to your views 
generally? 

(Mr O'Neill) I think, to clarify this, there are some 
members on the Panel who also are linked into our 
driving and working panel, to the BDA, so we do 
have an informal link, but no formal link at all. 


46. But what do you feel should be then the 
conduct of this Panel? 

(Mr Streets) I think it would be helpful if agendas 
were published in advance and that, indeed, as the 
organisation representing people with diabetes, we 
were able to suggest the Panel may want to take a 
position on a particular issue to do with people with 
diabetes. So that would be, I guess, our position with 
respect to informing the agendas for the Panel. And 
then, following meetings, and during meetings with 
ourselves, we would like the opportunity to make 
representations, either in writing or in person, not 
just ourselves but we believe that other organisations, 
too, driving associations, employers’ associations; it 
would, we feel, benefit the quality of decision-making 
made. And then, following meetings, obviously, we 
would welcome minutes published, in particular, 
detailed consideration of how decisions had been 
reached, so that we were in a position to justify to our 
members, even if we may not agree with it, why a 
decision had been reached, with a clear rationale. 
Because the central point for us is that decisions 
which affect large groups of people, in a blanket way, 
in a way that some of the legislation has been 
interpreted, must be based on evidence, and our 
understanding of the way the decisions are reached is 
they are not always based on evidence, they are based 
on opinion; if they are based on opinion, we need that 
to be clear. 


Chairman 


47. Before we go to Dr Kumar, could I just ask Dr 
Marshall one question about when she said there are 
new insulins. I wonder, Dr Marshall, whether there 
are really new insulins, in other words, derivatives of 
existing insulin, where some of the end-groups have 
been changed, or whatever, and they are new 
insulins, or whether they were insulins in a new form, 
such as they were released more slowly, or they 
reacted in a different way. Is it the release of them, or 
is it actually new insulins, or both? 

(Dr Marshall) It is a combination of both, if I may 
say so. The insulins are now produced by genetic 
engineering and it is possible to alter the sequence of 
amino acids in the insulin protein change to affect the 
way that the insulin molecules bind together. We 
have available two insulins now where the chain has 
been modified so that insulin molecules are less likely 
to bind together, so they act much more quickly, they 
are absorbed much more quickly and they have a 
shorter duration of action, and the risk of 
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hypoglycaemia, from the data that is currently 
available, does seem slightly less, on those. And there 
will be other genetically-modified insulins, with 
different changes in the sequence, and different 
changes in the molecule, coming on the market over 
the next few years, which will have different modes 
of action. 


Mr Jones 


48. I was concerned to hear that the Panel had not 
met for over a three-year period, particularly with all 
the changes in treatment that are coming along. Is 
one of the problems that the Panel has no formal 
terms of reference? Should they have formal terms of 
reference, and should those terms of reference 
include keeping in regular contact with you, and also 
making sure that there is a minimum number of 
meetings in a set period, say, twice a year? 

(Mr Streets) We certainly believe that would be 
helpful, and that those were put into the public 
domain. There may well be terms of reference, but we 
are not aware of those terms of reference as they 
stand. 


Dr Kumar 


49. How satisfied are you with the current 
members of the Panel itself; have they sufficient 
expertise to discharge their responsibilities, or would 
you like to see it broadened, the expertise, and why? 

(Mr Streets) We certainly would not wish to be 
critical of the expertise of individual members of the 
Panel; clearly, there is a great deal of expertise there. 


50. Are you satisfied with that? 

(Mr Streets) As I noted earlier, and I think it might 
be helpful to reiterate it, I think the quality of 
decision-making could be improved, if the Panel 
were at times able to ask other organisations to make 
representations to it, in order that they could bring 
particular expertise. For example, the report that we 
produced around the evidence base for decision- 
making, we could have been asked to present that to 
the Panel, where the Panel could have questioned 
that evidence and put forward some of its queries 
about that evidence, that that would have been a 
helpful process. Because we commissioned 
somebody in order to undertake that research; he 
was equally an expert, in terms of diabetes. 
Obviously, we sent the paper to the Panel and it was 
presented to them informally, but we had no 
opportunity formally to present it to the Panel, as a 
group. 

51. Would you like to see them as part of the Panel 
itself, any particular individuals or groups, lay 
members, as such? 

(Mr Streets) It could be useful to have lay members 
as part of the Panel. 


52. Why would that be; what would lay members 
provide that the present team does not provide? 

(Mr Streets) One of the questions you asked us 
earlier was about the impact, and a lay member, with 
the right kind of support, could give some sense of 
the impact of the legislation on individuals. Now, 
obviously, the consultants themselves who are part 
of the Panel will themselves be undertaking 
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assessments, or have some sense of the impact, but we 
believe it is helpful, and in fact it has been helpful, to 
us, in terms of discussions with Ministers in the 
Department of Transport, actually for them to 
understand the individual impact, and the larger 
impact, because we receive 40,000 calls on our 
Careline. And we think that one way of effectively 
communicating the impact, for example, would be 
through lay membership. I do not know if, Mr 
O’Neill, you would like to add anything to that. 

(Mr O’Neill) Obviously, this is a scientific Panel, 
looking at scientific evidence, and, from that point of 
view, perhaps a lay person is not going to appear to 
add to that evidence in a scientific way. But, I think, 
as a Panel, listening to people with diabetes, the 
decisions they make are affecting a large number of 
people, to at least have that chance to actually listen 
to that other, more broad view would be useful, I 
know we find it useful, in our area of work, to 
actually just help with their view of the scientific 
evidence, not necessarily to change the scientific 
evidence, or present scientific evidence, but just to 
add another string to the evidence. 


53. Also, in your submission, you said you would 
like to see a person with diabetes included on that; so 
would it be just one person, or two or three people, 
you would like to see? 

(Mr Streets) Normally, because we have a lot of 
experience of this, the board of directors to which I 
report, for example, is composed of experts who 
would often be _ diabetologists themselves, 
consultants, and people with diabetes, and normally 
we find that people with diabetes can operate more 
effectively in those kinds of groups if there is more 
than one; because it can be quite intimidating for a 
person with diabetes to be in a group which is, 
essentially, a scientific or a consultant group, so 
actually it can be helpful for it to be perhaps two, in 
order to properly represent that. But there are people 
with diabetes who are also experts. One of the issues 
with diabetes is that people with the condition 
actually are experts, because they live and breathe it 
every day, and, in that sense, many of them would be 
pretty effective in that kind of role. Mr O’Neill 
himself has diabetes and, as a member of our staff, 
would be, for example, somebody who could make a 
very useful contribution, we believe, to the operation 
of the Panel. 


54. And how will you select that person, just as an 
interest, just to follow that? 

(Mr Streets) If we were asked to do that, and we 
have been asked to do this in the past by, in 
particular, the Department of Health, in terms of 
representation, we have a structure and we have, for 
example, 450 voluntary groups around the country, 
made up of people with diabetes, and we have 
mechanisms by which we can select people, and we 
can do that through a process of drawing up job 
descriptions, personal specifications, even though it 
is, effectively, a voluntary role. Because, clearly, for 
somebody to operate effectively at that level, it 
cannot be just any person with diabetes, it has to be 
somebody who can be articulate and operate at that 
level. With 200,000 members, we have lawyers, we 
have scientists, in our membership, there are 
undoubtedly people who could operate at that level 
amongst our members. 
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55. You were just referring to the need for lay 
members on this committee, but this committee is 
there to give a scientific opinion, is it not, and that 
scientific advice then goes to the Minister? Is it not 
the Minister's job to bring in these further 
considerations, and is it not to the Minister that you 
would have been better making your representations, 
rather than to a group which is there just to 
adjudicate the science, not to adjudicate the science 
and then see how it should be applied? Their advice 
is purely the scientific advice; the application of it, the 
use of it in determining limitations on the driving 
licence, for instance, is in the Ministry, so is it not 
there that you should be approaching? 

(Mr Streets) I think the problem is that we are not 
clear where the decisions are being made, where the 
four-hour, if I can refer back to that, the four-hour, 
three-day rule, we are not sure whether that was a 
decision made by the Panel or made by the Minister 
and endorsed by the Panel. 


56. But have you made representations to the 
Minister? 

(Mr Streets) We have endeavoured to; we actually 
met with Baroness Hayman and I met with Lord 
Whitty in December of last year, again initiated by 
us, partly because we were concerned about the 
impact of the legislation on people with diabetes. 


57. And what was the response? 

(Mr Streets) The response, with Baroness 
Hayman, was that we believed that, at that point, we 
had secured a concession which meant that people 
who required Cl licences, if they were requiring their 
licence for occupational driving, would be able to be 
individually assessed. And, in that sense, although it 
was only applicable to grandfather rights, in terms of 
people who currently required that licence, and our 
preference would have been that that would refer to 
anybody with diabetes, whether they were currently 
using Cl vehicles or not, that would have been our 
preference, we did not obtain that, we did appear to 
have gained a concession in that respect. What we 
saw subsequent to then is what appeared to us, and 
again we are not sure where these decisions were 
being made, to be a tightening up of what that 
actually meant. We would have perhaps accepted a 
definition which was around occupational driving, 
but occupational driving became one, which was 
four hours, three days; we do not know where that 
decision came from. But that is not the same as a 
concession which says, “We will individually assess 
anyone who drives as part of their occupation.” 


Dr Williams 


58. Could I ask, is there a European dimension? I 
had arise a constituent problem 18 months ago, or 
whatever, on this, and he simply referred to an EC 
Directive. Is the policy here partly British-derived 
but in the sense that we have to conform to other 
countries’ and Council of Ministers’ decisions? 

(Mr Streets) Yes. This requirement, with respect to 
Cl vehicles, was rooted in an EC Directive in 1991, 
which Britain implemented later than other 
European countries, so it is rooted there; and, 
essentially, the question is around the interpretation 
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of the word, I think, “exceptional” circumstances, 
the word in the EC Directive, and how that is 
interpreted. 


59. But the regulations, as applied then, this 
blanket ban, is it the case in France, Germany and 
across the Continent, too? 

(Mr Streets) In our submission, we tried to give 
some evidence based on what is happening elsewhere 
in Europe, and I have to say that we would like that 
evidence to be better than it actually is, but we have 
given you the evidence that we have. But our 
understanding is that the interpretation of 
“exceptional circumstances” is being made 
differently in different European countries, and 
Britain appears to be taking a particularly rigorous 
approach to it. 


60. As I understand it, your pitch is that the 
decision should be based on the individual diabetic. 
Why did the Panel, our expert Panel, reject that then? 

(Mr Streets) I do not think we can answer that, 
because we do not actually know. 


61. What may be the reasons; 
administratively and medically simpler? 

(Mr Streets) If I could juxtaposition it with the 
position on HGV drivers, where the Panel appear to 
accept the situation where people can be individually 
assessed, it seems odd that with respect to C1 vehicles 
there is no right to individual assessment; so it is 
difficult to understand why that should be the case. 


62. You have sent in arguments to the DETR, the 
Minister of Transport; what was their response? 

(Mr Streets) That was partly, if we go back to the 
discussion with Baroness Hayman in the early part of 
last year, when we believed there had been some 
movement on the part of the DETR and the DVLA, 
and that was that there would be what we would 
regard as a more acceptable interpretation of the 
legislation from Europe, which would have been to 
allow people who require a driving licence for the 
purposes of their occupation to be individually 
assessed, we could probably have lived with that; but 
that was what we thought the position was following 
discussion with Baroness Hayman. As I have said, it 
seems to us that it has been gradually ratcheted back 
to the point that we now have, with the four-hour, 
three-day rule, and we have made representations to 
Lord Whitty regarding that, but we have not met 
with any success, in terms of any movement, at this 
stage. 


Sit, AUSt 


63. With the current regulatory regime, is it— 
although I think that you answered it earlier in broad 
terms—sufficiently flexible to cope with the kind of 
medical advance, over the last ten, 15 years, in the 
treatment of diabetes? 

(Dr Marshall) From what we can surmise, I would 
think that it is not sufficiently flexible, but I think that 
it could be made to be sufficiently flexible with more 
frequent meetings, with greater transparency, 
perhaps with the Advisory Panel taking evidence 
from people with particular expert knowledge in 
some more areas. 


64. With more frequent meetings between whom 
and whom, between the different bodies, the different 
interest groups here? 


THE SCIENCE AND TECHNOLOGY COMMITTEE 31 


27 October 1999] 


[Dr Williams Con?] 

(Dr Marshall) With the Advisory Panel as the core, 
but meeting with other interested parties, as Mr 
Streets has already suggested, yes. 


65. Do you think that all of its deliberations and 
discussions need to be opened up to representations 
from other interest groups? 

(Mr Streets) Yes; and we believe that, certainly, the 
decisions should be made entirely openly. If we are 
going to have to justify decisions that are made by 
this Panel to 350,000 people who are insulin- 
dependent, some of whom require these licences, 
some of whom will be denied the opportunity to have 
them, then it is clearly in everybody’s interests, 
surely, that those are made openly, our belief would 
be. 


66. Are the regulations applied more strictly in 
Britain than in the other European countries? 

(Mr Streets) I cannot give you a conclusive answer 
on that, because we do not know the position in every 
European country, but we have evidence to suggest 
that in some European countries there is a more 
liberal interpretation of the EC Directive than there 
has been in Great Britain. 
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Chairman 


67. Thank you very much. I think we have come to 
the end. Mr Streets, may I say that you and your 
colleagues have been very helpful to us this 
afternoon. We are very grateful for the evidence you 
have sent us in advance, for the clarity of your 
answers this afternoon, but I wonder if I may ask that 
should we have, after the event, any further 
questions, could we write to you and put those 
questions to you? If anything else comes into our 
mind after you have departed, would you be 
prepared to receive our letters and reply? 

(Mr Streets) Certainly; we would be more than 
happy to. 

Chairman: Thank you very much indeed. Then 
may I conclude by thanking you for coming; and 
you, too, Mr O’Neill, and Dr Marshall, thank you 
for your technical and medical input, which has been 
greatly appreciated by the Committee this afternoon. 
Thank you very much indeed. 
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Memorandum by Dr Peter Watkins, Chairman of the Honorary Medical Advisory Panel on Diabetes and 
Driving 


1. INTRODUCTION 


Diabetes is a common disorder affecting two-three per cent of the population in the UK. Once diagnosed, 
the condition is permanent and persists for life. With increasing duration of the disease, specific complications 
can occur (though frequently they do not) and comprise: 


— impaired vision and blindness; 
— kidney failure; and 
— foot ulceration, infection and amputation. 
Because of these potential problems diabetes is designated as a prospective disability for driving. 


These disabilities are clearly not specific for diabetics and the conditions under which driving is or is not 
permitted are clearly established in existing legislation. These conditions will not therefore be further 
considered in this Memorandum. 


2. TYPES OF DIABETES: TREATMENT GROUPS 


There are three treatment groups: 


(a) diet treatment alone: these patients should declare their diabetes to DVLA, but no further action is 
taken unless further problems are declared. 


(b) patients treated with diet and tablets: they should declare their diabetes to DVLA, but unless 
complications are declared, normal duration driving licences are issued. 


Both groups (a) and (b) are also eligible to apply for Group 2 licences. 


(c) Insulin-treated patients: these patients need to declare diabetes to the DVLA and their licences are 
re-issued on a one, two or three yearly basis. 


They are not eligible to apply for Group 2 licences. 


3. THE SPECIFIC PROBLEM OF INSULIN TREATMENT: HYPOGLYCAEMIA 


The action of insulin is to lower the blood glucose level: in well adjusted diabetic patients who balance their 
insulin treatment with food intake and level of physical activity and who regularly self monitor their own 
blood glucose levels using small electronic meters, it is possible to maintain “satisfactory” blood glucose levels 
without reaching either excessively high or low levels. Nevertheless, blood glucose levels fluctuate 
substantially in most insulin-treated diabetic patients and low levels (ie hypoglycaemic levels) often occur at 
different times of day or night. 


4. CONSEQUENCES OF HYPOGLYCAEMIA 


The consequences of hypoglycaemia are as follows: 


(a) most patients develop early warning symptoms which enable them to take appropriate action ie 
ingest sugar to avoid the more serious consequences which may follow: 


(b) some patients have diminished or absent warning symptoms of hypoglycaemia and do not 
experience the appropriate symptomatic signals so that corrective action is delayed. A period of 
abnormal and irrational behaviour follows, with a range of problems including confusion and 
eri change; eventually (but by no means always) unconsciousness and convulsions may 
ollow. 
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5. IMPAIRED WARNING OF HYPOGLYCAEMIA 


This commonly occurs in insulin-treated patients and at any one time affects about one quarter of all insulin 
dependent (type 1) diabetic patients (1). Thus, because they are unable to recognise hypoglycaemia, impaired 
and irrational behaviour may develop as described above. Impairment of warning increases in those 
frequently prone to hypoglycaemia (2) and occurs more commonly in older patients with longer duration of 
diabetes. It is because of this common occurrence that insulin treatment constitutes a potential hazard during 
driving. Loss of warning of hypoglycaemia is reversible with good treatment, and appropriate warning can 
be restored (2). 


There can be no absolute guarantee that any individual insulin-treated patient, no matter how well they 
manage their condition, will never experience an episode of loss of warning of hypoglycaemia. 


6. COGNITIVE IMPAIRMENT AND HYPOGLYCAEMIA 


The medical scientific literature includes substantial evidence for cognitive dysfunction during 
hypoglycaemia, with deterioration of different cognitive functions at different levels of hypoglycaemia. 
Cognitive dysfunction is clearly established at blood glucose levels less than 3.0 mmol/l, (3), a level of blood 
glucose which is commonly recorded by some patients when documenting their own blood glucose profiles. 


Furthermore, recent evidence indicates that some type 1 (insulin dependent) diabetic patients do not judge 
correctly when their blood glucose is too low to permit safe driving (4). 


7. HYPOGLYCAEMIA AND DRIVING 


Road traffic accidents, some fatal, occur as a consequence of hypoglycaemia at the wheel. The number of 
such events occurring annually is not known, although information now being assembled by the DVLA 
suggests that collapse at the wheel in relation to hypoglycaemia is not rare. The number actually recorded 
would, of course, represent a minimum number of such events which would occur almost exclusively in people 
taking insulin treatment. 


Evidence suggesting that insulin-treated drivers do not have a higher rate of road traffic accidents than non- 
diabetics has been recently reviewed (5) but the author of the review himself observed that “the studies are, 
however, universally flawed by variable definitions of hypoglycaemia, inherent ascertainment bias and non- 
representative case selection”. Furthermore it has also been pointed out that “self-regulation by diabetic 
drivers who cease driving because of declining health and driving skills may offset the potential increase in 
risk of road traffic accidents from hypoglycaemia and may explain why the accident rate was no different from 
that of a comparable group of non-diabetic drivers”. A recent editorial in Diabetic Medicine drew the 
following conclusion: “the data do suggest that the greatest risk is not the diabetic driver en masse, but the 
diabetic driver with problematic hypoglycaemia. We should be able to identify these patients reasonably 
accurately, provided there is honesty between the patient and his or her “authorised medical opinion” (6). 


8. ADVICE GIVEN BY THE PANEL 


Decisions regarding fitness to drive are based on two considerations: 
(1) The risk of hypoglycaemia unawareness. 
(2) The magnitude of the consequences of an accident. 


The Panel has, therefore, reached the following unanimous conclusions which have been consistently 
confirmed over some years: 


(a) if hypoglycaemia unawareness exists, then the applicant is not fit to hold any form of driving licence. 


(b) because the potential consequences of an accident caused by a large vehicle, or one carrying 
passengers, could be very great both to life and property, Insulin-treated diabetic patients should 
not be permitted to drive Group 2 vehicles no matter how small the risk of hypoglycaemia 
unawareness (the same rationale which denies insulin-treated patients from serving as airline pilots 
or main-line train drivers). 


9. THE SECOND EC DIRECTIVE 


This Directive (1996) altered the definition of Group 2 vehicles extending their range to smaller vehicles 
than previously, to include Cl and D1 vehicles. The Panel were always concerned at this restriction, but 
upheld their opinion that insulin-treated diabetic patients should not be permitted to drive the larger vehicles 
previously categorised as Group 2 and took the view that there was thus no alternative to retaining a ban on 
the re-defined Group 2 vehicles. This was, therefore, the advice given to the DVLA. The Panel was advised 
that “grandfather rights” were not permissible. The chronology is shown in Table 1. 
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The Panel have also expressed the view that the exception in the UK to permit volunteer insulin-treated 
people to hold DI licences, for which their advice was not sought, is an inappropriate anomaly. 


10. EXCEPTIONAL CASES FOR C1 ENTITLEMENT FOR VOCATIONAL DRIVERS 


The Panel were subsequently advised that it was possible to define “Exceptional Cases”. They, therefore, 
advised the DVLA on appropriately stringent criteria to be used for assessment of the hypoglycaemia risk of 
professional drivers to enable a clear definition of an “Exceptional Case”. The same assessments have now 
been extended to those with “grandfather rights” for the remaining class C and D drivers. These stringent 
criteria represent an important development in assessing individual fitness to drive. 


11. CONCLUSION 


This Memorandum sets out the evidence used by the Panel in determining fitness to drive for insulin-treated 
diabetic patients. It is important to state that the recommendations are not cast in stone and are frequently 
reviewed, especially taking regard of changes resulting from developments in clinical science—or from the 
introduction of new regulations. 


12. ANSWERS TO SPECIFIC QUESTIONS 


(a) The questions regarding evidence and the rationale for the advice given is dealt with above. 


(b) We do feel that the Panel is delivering appropriate objective advice to the Government based on the 
available scientific evidence, bearing in mind its limitations and areas of uncertainty. 


(c) The Panel does have the appropriate expertise. We have not recently discussed its membership. It is, 
however, an expert committee and so a lay member could not contribute to the discussion of technical issues. 
A lay observer could, however, be appropriate. 


(d) The Panel’s advice has, during my membership of the Panel over some years, normally been accepted 
and implemented by Government. 


(e) Administrative support for the Panel has always been very good and indeed very efficient. 
(f) I have only once met a Minister (Baroness Hayman) at her request. 


16 September 1999 


REFERENCES 


(1) Frier BM. Hypoglycaemia unawareness in “Hypoglycaemia and Diabetes: Clinical and Physiological 
Aspects”. Frier BM. Fisher BM, eds. Edward Arnold, London 1993, pp. 284-301 


(2) Cranston I, Lomas J, Maran A, Macdonald I, Amiel S A. “Restoration of hypoglycaemia awareness 
in patients with long-duration insulin-depenent diabetes”. Lancet 1994; 334: 283-287. 


(3) Deary IJ Effects of hypoglycaemia on cognitive function. “Hypoglycaemia and diabetes: clinical and 
physiological aspects”. Frier BM, Fisher BM, eds. Edward Arnold, London 1993, pp 80-92. 


(4) Clarke WL, Cox DJ, Gonder-Frederick LA, Kovatcher B. Hypoglycaemia and the decision to drive a 
motor vehicle by persons with diabetes. JAMA 1999; 282: 750-754 


(5) Macleod KM. Diabetes and driving: Towards equitable, evidence-based decision-making. Diabetic 
Medicine 1999; 16:282-290. 


(6) Amiel SA. Diabetes and driving—an insular approach (Editorial). Diabetic Medicine 1999; 16: 325-6 


THE SCIENCE AND TECHNOLOGY COMMITTEE 35 


3 November 1999] 


[ Continued 


Table 1 


CHRONOLOGY OF Cl REGULATIONS 


January 1997 
November 1997 


Higher health requirements became statutory for C1/D1 entitlement. 
Diabetic Panel meeting—agreed that drivers with insulin-treated diabetes 


should not be eligible for C1/D1 entitlement. 


April 1998 


Panel recommended that there could be considered exceptional cases with 


regard to Cl entitlement for those who were driving professionally. 


July 1998 


Panel met to identify the criteria required for individual assessment of what 


constituted an exceptional case for C1 entitlement. Criteria included driving for 
employment—Panel requested DVLA advice as to what constituted a 
minimum requirement for employment purposes. 


August 1998 
September 1998 


Criteria circulated to Panel and approved. 
Amended Regulations. 


Examination of Witnesses 


Dr PETER WATKINS, Consultant Physician at King’s College Hospital, London, and Chairman of the 
Honorary Advisory Panel on Driving and Diabetes Mellitus, and DR BRIAN FRIER, Consultant Physician 
at the Edinburgh Royal Infirmary, and Member of the Honorary Advisory Panel Driving and Diabetes 


Mellitus, were examined. 


Mr Beard 


68. Welcome, Dr Watkins and Dr Frier, to our 
session this afternoon. This is part of a wider 
examination by the Select Committee on Science and 
Technology into the scientific advice that is available 
to Government and that Government has given on 
various topics. So far we have dealt with the issues 
relating to genetically modified food and the 
Government advice on that, and mobile phones. This 
is a smaller case study on the advice that has been 
given to the Department of Transport on the 
regulation of drivers with diabetes. We will address 
our questions to you, Dr Watkins, and if you would 
like to pass them on to Dr Frier, or if Dr Frier wants 
to intervene, then please signify. Could I apologise on 
behalf of the Chairman, Dr Michael Clark, who has 
another engagement today. I am Nigel Beard, the 
member of the Committee who is standing in for him. 
Could I ask if you, Dr Watkins, would introduce 
yourself and Dr Frier? 

(Dr Watkins) Thank you, Chairman. My name is 
Dr Peter Watkins. I am the Consultant Physician at 
King’s College Hospital in London and Head of the 
Diabetes Unit in that hospital. I have in the past been 
Chairman of the Medical and Scientific Section of the 
British Diabetic Association, and I am now 
Chairman of the Panel on Driving and Diabetes. 

(Dr Frier) 1 am Dr Brian Frier, Consultant 
Physician in the Royal Infirmary in Edinburgh and 
also Reader in Medicine of the University of 
Edinburgh. I am a member of the Panel on Driving 
and Diabetes. 


69. What are the main road safety concerns that 
arise when licensing insulin-treated diabetics to 
drive? 

(Dr Watkins) First of all there are of course 
amongst diabetic patients a number of 
complications. For this purpose we are addressing a 
single complication, that is, the use of insulin. Insulin 
lowers the blood glucose and if it goes too far down 
one develops a state of hypoglycaemia. In the 


majority of people taking insulin they get warning 
symptoms which allow them to take sugar and 
reverse that state of affairs back to normal. However, 
in a significant population of people who take insulin 
there is diminished or indeed absent warning of 
hypoglycaemia and they do not experience the 
appropriate symptomatic signals so that corrective 
action is delayed. During this period abnormal and 
irrational behaviour may follow with a range of 
problems which include confusion and behaviour 
change, and of course if it is entirely uncorrected that 
person may eventually become unconscious and even 
have convulsions, but that is not the usual 
consequence. The importance is the irrational 
behaviour and the abnormal behaviour during the 
state of hypoglycaemia of which the sufferer is not 
aware. That of course is a special hazard of the 
insulin-treated diabetic patient in relation to driving. 


70. How frequent is it that patients are not aware 
of the onset of that condition and how usual is it for 
them not to take precautions? 

(Dr Watkins) It is a relatively common occurrence 
in insulin-treated people. I would like to ask Dr Frier 
if he would make a comment on that particular 
question. 

(Dr Frier) The problem with the detection of the 
symptoms of low blood glucose is that it changes 
over a period of time in any individual with diabetes. 
At the time of initial diagnosis most people have 
absolutely no trouble in detecting this fall in blood 
glucose, but as the years of treatment go on a 
significant number of people lose the warning 
symptoms or they become impaired. The figures are 
that if you take any population of people with 
insulin-treated diabetes, 25 per cent have a problem 
with detection of the onset of hypoglycaemia. After 
they have had diabetes for about 20 to 25 years nearly 
50 per cent have got a problem with impaired 
awareness, so it is a very common long term and 
acquired side effect of treatment with insulin. It has 
major consequences in that the frequency of severe 


36 MINUTES OF EVIDENCE TAKEN BEFORE 


3 November 1999] 


[Mr Beard Cont] 

hypoglycaemia, which these individuals are exposed 
to, is increased six-fold. We have done prospective 
studies to look at this within the last few years and 
once they develop this problem it really does increase 
their risk of severe hypoglycaemia. I define “severe” 
as any episode that requires assistance from another 
person to effect recovery. 


71. We have heard from other witnesses, the 
British Diabetic Association for instance, and the 
Association of British Insurers, who have both said 
that there is no evidence that insulin-treated diabetics 
as a group are any more likely to be involved in traffic 
accidents than the general public. Do you agree 
with this? 

(Dr Watkins) I will answer that in several ways. 
First of all, it is beyond question that road traffic 
accidents do occur from hypoglycaemia. I think 
every physician in diabetes is aware of that. They 
may be fatal and we are aware of that. There is no 
argument that it can and does happen. The problem 
is that we are not precisely aware of the quantity of 
that problem. There are a number of comments to 
make in that regard. The first is that the DVLA are 
now collecting as best as possible the number of 
episodes of collapses at the wheel which occur in 
relation to an episode of hypoglycaemia. This 
information has now been collected for just over one 
year and there are recorded 10 to 12 episodes each 
month of a collapse at the wheel. That figure 
represents a minimum, because of course they do not 
have to declare it formally. That is a minimum 
number of occurrences of collapses at the wheel from 
hypoglycaemia. During this year there have been, 
although I cannot tell you how many, a small number 
of fatalities. The second point with regard to the 
British Diabetic Association evidence, of which of 
course we are well aware, that is, the report from Dr 
Macleod published in the Journal of the Diabetic 
Association, Diabetic Medicine, which makes the 
observation that there appears in previous studies 
not to be an excessive rate of accidents. There are 
problems with the interpretation of that data but in 
that particular article the author himself observed— 
these are all retrospective studies—that the studies 
-are however universally flawed by _ variable 
definitions of hypoglycaemia, inherent 
ascertainment bias and non-representative case 
selection. There is another issue that probably 
distorts the figures, and I do emphasise that we do 
not know the exact figures, and that is that self- 
regulation by diabetic drivers who cease driving 
because of declining health and driving skills may 
offset the potential risk in road traffic accidents from 
hypoglycaemia and may be part of the explanation 
why the accident rate appears to be no different from 
that of a comparable group of non-diabetic drivers. 
The message is that accidents do occur, fatalities do 
occur. The precise quantity is extremely difficult to 
ascertain. 


72. You do not know of any source of statistics in 
this country or elsewhere that would shed light on 
this question of the frequency of hypoglycaemia 
based accidents? 

(Dr Watkins) 1 am aware only of the studies 
reported and very ably put together by Dr Macleod 
in the review article that I have referred to. 
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(Dr Frier) I think the problem is that many of the 
incidents which do occur as a result of 
hypoglycaemia are not reported. They are not 
reported to the police and the police may not be 
involved if there is no actual accident. In a survey 
which we did of a group of patients in Edinburgh 
some years ago one third of the drivers who were 
taking insulin reported that they had experienced 
hypoglycaemia while driving, and of these about 15 
per cent had had accidents as a result of 
hypoglycaemia. Comparable studies have come up 
with similar figures. These are obviously population 
figures and do not give you a hard number of the 
number of episodes per week in the United Kingdom, 
but I think there is no doubt that there are a lot of 
problems with driving and hypoglycaemia and a 
number of accidents which are occurring that we do 
not ever hear about. 


73. How does the level of risk of experiencing 
hypoglycaemia whilst driving compare with, say, the 
risk of epileptic fits or other causes of collapse at 
the wheel? 

(Dr Watkins) Risk of course is the whole essence of 
the discussion. Obviously I cannot compare it to an 
epileptic but I can give you the considerations the 
Panel has taken in reaching the conclusion they have 
done. We base the advice given essentially on two 
issues. One is the risk of diminished awareness of 
hypoglycaemia. Where that is recorded then of 
course driving is not permissible. The second issue we 
take consideration of is the one you raised, that is, the 
magnitude of the consequences of the accident. It is 
for that reason, because of the potential 
consequences of an accident with a large vehicle, that 
the Panel have given the advice they have given. 


74. Do you believe that, in the case of cars and 
motorcycles, the current arrangements for licensing 
people with diabetes do achieve an appropriate 
balance between road safety and freedom to drive? It 
has been commented on that both vehicles are quite 
as capable of causing a bad accident as a large 
vehicle. 

(Dr Watkins) The Panel have discussed this many 
times. It is a system of self-declaration. I think one 
assumes that the majority are honest and true 
declarations. We are very aware, as Dr Frier has 
already said, that there are some people who do not 
declare their status, and of course that is a risk. To be 
pragmatic, I think the present arrangements for car 
drivers group | are satisfactory and in general terms 
well observed. 

(Dr Frier) The major concern is not with people 
who declare their diabetes and who fill in the forms 
for the DVLA. It is the number of people who do not 
declare at all, of which it is estimated about 40 per 
cent of all people treated with insulin are in that 
situation. 


75. Forty per cent are not declaring their condition 
when applying for a driving licence? 

(Dr Frier) That 1s correct, which is in fact breaking 
the law. This is a problem in that a lot of these people 
are also not receiving regular care for their diabetes 
and are not attending a specialist clinic. This is an 
additional difficulty when trying to assess figures on 
accident rates and the frequency of hypoglycaemia at 
the wheel. 
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76. You have moved into an area I am interested 
in, that of assessing risk. You mention fitness to drive 
being based on unawareness of hypoglycaemia and 
the magnitude of the consequences of an accident. 
How do you actually measure that? Is there a 
quantification? Is there a way of doing it? How do 
you make that assessment and does the Government 
give you any advice on this at all? 

(Dr Watkins) One has to be in part pragmatic, but 
I understand that there is no question that the 
consequences of an accident are considerably greater 
with larger vehicles. I can quote from the publication 
Medical Fitness to Drive where the statement is made 
that the risk of death or serious injury to other road 
users in collision with heavy goods vehicles is very 
high because of their mass and their lower braking 
capability. It goes on to say that heavy goods vehicle 
drivers are involved in 80 per cent more fatal and 
serious injury accidents per million miles driven than 
car drivers. That is a statement of the increased 
magnitude of risk. The Panel have always taken the 
unanimous view that the risk of hypoglycaemia 
unawareness in that group is unacceptable and that 
they may not drive. That has been a stance the Panel 
has taken over many years. It is very similar to the 
stance taken over airline pilots and train drivers who, 
if they are insulin treated, may not drive. It is the 
same rationale given to those driving very large 
vehicles. 


77. If I was one of those individuals I might be 
encouraged to be economical with the truth, as they 
say. How do you handle that situation, because the 
whole thing is one of they want a job, they want to 
get on with it and so on? They may have a blackout 
now and again but it is basically okay. How do you 
assess that in your risk assessment? 

(Dr Watkins) To divide them into two, insulin- 
treated diabetic people may not hold those licences, 
so, unless they have not declared their diabetes at all, 
they cannot hold those licences. That question does 
not arise for them. 

(Dr Frier) I wonder if you meant how we actually 
assess if they have got impaired awareness of 
hypoglycaemia? 


78. Yes, that is the follow-on. How do you know 
that? There are people lingering on with that 
problem. How do you pick them up? 

(Dr Frier) If somebody perceives that the answer to 
the question on the form is clearly going to jeopardise 
their job there may be a problem with giving an 
accurate answer. One of the difficulties with 
hypoglycaemia is that when you ask people in the 
diabetic clinic about the frequency they grossly 
underestimate it and when you speak to their 
relatives you get a completely different answer. There 
is a problem here obviously in assessment because we 
are dealing with it entirely on a document. There are 
ways of assessing people’s awareness. of 
hypoglycaemia in research studies but that is really 
not feasible in terms of assessing medical fitness to 
drive. 


79. So you are really saying that there are lots of 
people out there not filling in the forms accurately? 

(Dr Frier) We do not know if there are lots of 
people. 
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80. So you would not hazard a guess as to how 
many people there might be who are at risk? 
(Dr Frier) No, that would be pure speculation. 


81. That is a whole world of non-quantification, 
non-science. How does the Government react? 

(Dr Frier) This is why I made the point about the 
large number of people who are not even declaring 
their diabetes and that is a much bigger issue than the 
ones who are declaring. We feel that the people who 
are declaring are in the majority and are honest about 
their response. 


82. What does the Government say to you about 
that? When you have identified that there is a 
problem, you have obviously taken it to meetings. 
You must have conferences and so on. What does the 
Government do about that? What advice do they 
give you about this? Let it drift? Muddle through? 
Words like that do you meet? 

(Dr Frier) This is entering into policy now, is it not, 
rather than how we deal with it as an advisory panel. 


83. But you cannot assess risk without knowing 
what reaction from other forces, like Government, 
there is going to be; what the political reaction is 
going to be, can you? You must know that there is a 
problem and the Government should react to this. 
You must give them a risk assessment. 

(Dr Frier) We are having to make a balanced 
judgement between public safety issues and the rights 
of the individual to maintain a driving licence. 
Obviously there are certain individuals who we feel 
would constitute a considerable risk for their medical 
fitness to drive. 


84. And are they driving tonight? 
(Dr Frier) They may well be. 


85. This cannot be a satisfactory situation for you. 

(Dr Frier) A lot of the people with severe problems 
are removed from the system by the present way it is 
operated. 


86. But that is a small end of the spectrum? 
(Dr Frier) Yes. 


Mrs Curtis-Thomas 


87. I would like to follow up on that point because 
you intimate that there is a significant number of 
people who are driving and who are not fit to drive. 
You have no idea how large that figure is but it 
appears to inform the decisions that you make on the 
group of people that you are aware of. That said, I 
need some clarification on this and I would be 
grateful for your assistance. I presume that when 
individuals present to their doctor and they are 
declared as a diabetic, within whichever category 
they are present, those statistics with regard to the 
make-up of a doctor’s patient group are then 
reported to the health authority so that the health 
authority will have— 

(Dr Watkins) No. 


88. The health authority do not have statistics 
related to the numbers? 
(Dr Watkins) No. 


89. I have recently asked my health authority a 
whole series of questions on the type of people they 
are treating, and how many people they are treating 
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for cancer and so on. Are you saying that health 
authorities do not ask for statistics relating to the 
number of diabetics being treated? 

(Dr Watkins) There are databases held but they are 
all anonymised. 


90. What does that mean? 
(Dr Watkins) They are not named. The patients are 
not named. 


91. But the purpose of my asking this question is 
that if I go to my health authority and say: “How 
many diabetics have been treated here?”, it would be 
possible to gross up those figures for the United 
Kingdom and then you could say at that point: “Let 
us compare those statistics with the number of 
drivers that are registered within the DVLA.” You 
might then begin to approach some estimation of the 
number of people that are not declaring. I would 
have thought that that information was relevant. Do 
you have access to that information and have those 
questions been asked? 

(Dr Frier) The problem is that diabetes registers, 
which are starting to develop are not universal, they 
are patchy at present throughout the United 
Kingdom. Diabetes is not a notifiable disease. The 
only way you can tell how many people are on insulin 
is from prescription returns. There are major 
problems in approaching the epidemiology from this 
viewpoint that you are taking. I think your point is 
well made, that we do need to know how many 
people are on insulin that are driving and at present 
we do not because a lot of them do not declare. 


92. Is it part of your remit to articulate the 
questions to address your own concerns, and if it is, 
have you sat down and formulated your questions 
and decided who you are going to send them to in 
terms of seeking an answer? 

(Dr Watkins) We have frequently expressed our 
concern. I cannot answer your question further. 


93. That is not quite the same as asking questions, 
is it? An expression of concern will bring you the 
objective information that you need and which you 
subsequently use to develop. policy and 
recommendations back to the very people that you 
are trying to protect. 

(Dr Frier) The system at the moment depends on 
self-declaration. If people choose not to declare then 
we do not know they have got diabetes—from the 
point of view of driving, I am talking about. 


94. You have clearly got a concern that the 
inability to get people to self-declare is putting the 
population at some risk. 

(Dr Watkins) Yes. 


95. You are able to quantify that risk but it is based 
on subjective fact. 
(Dr Watkins) Yes. 


96. I would suggest that more objective questions 
need to be asked to enable you to make some 
affirmative recommendations. 

(Dr Frier) That is a_ perfectly 
observation. 

(Dr Watkins) May I just make one comment? The 
quantity, in the sense you refer to it, is of course 
extremely important but it does not alter the issue of 
diminished awareness of hypoglycaemia and the 
advice given by the Panel on that particular issue. 


reasonable 
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97. I would now like to get to a question regarding 
heavy vehicles. You say that your Panel was 
concerned at the restriction placed on insulin-treated 
diabetics caused by extension of group 2 vehicles to 
include smaller vehicles. Why was this? 

(Dr Watkins) As I mentioned a moment ago, we 
have always taken the view that very large vehicles 
should not be driven by people taking insulin. The 
European Community extended the definition of 
group 2 down to the smaller vehicles now defined as 
Cl and D1. We were concerned because there was no 
evidence for making that extension down to the 
lower weight vehicles. 


98. Why did your Panel recommend that the “very 
exceptional cases” provision could be applied to Cl 
vehicles (light lorries) but not to the D1 vehicles 
(minibuses)? That is so subtle. How do you make 
judgements when the degree of subtlety is so great? 

(Dr Watkins) Just to quote the exact sequence, in 
January 1997 the higher health requirements became 
statutory for Cl and D1 entitlement. When this was 
discussed in November 1997 the information was 
presented—this was a European directive—that was 
universally adopted by the European countries 
subjected to that directive and in fact the Panel had 
no option then but to accept that insulin-treated 
patients could not be eligible for group 2 licences 
which included therefore the Cl and D1 vehicles. We 
subsequently reviewed the advice to an extent 
because of the anguish of those who drive for 
employment. At our meeting in April 1998 we had an 
extremely long debate on this particular issue and we 
recommended that we could use the “exceptional 
case” clause to define the people driving C1 vehicles 
who might continue to drive under that clause. It 
required two things to do that. The first was that we 
had to set criteria which made them suitable to drive, 
and we have adopted very tight criteria on the 
hypoglycaemic issue, and there are now precise 
guidelines as to how that should be assessed, and they 
are very tight indeed. The second issue was what 
constituted a professional driver because we were 
talking only about professional drivers, and we 
sought the advice of the DVLA on what constituted 
a professional driver. We then applied our tight 
regulations to those so defined as professional 
drivers. 


Mr Jones 


99. Your Panel has defined a stringent medical 
standard for exceptional cases for vocational drivers 
of Cl vehicles, that is light lorries. 

(Dr Watkins) Yes. 


100. Could this standard be applied to insulin- 
treated diabetics such that some individuals who 
have better control over their condition might be 
identified as potentially safer and so justify 
entitlement to drive any group 2 vehicle? 

(Dr Watkins) If I understand you correctly the 
Panel’s view on the heavy vehicles remains 
unchanged. The answer to your question therefore is 
no, and because there is no division in group 2 
between Cl and D1 and the bigger vehicles, we are 
unable to make any other recommendations. 
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101. Is the almost blanket ban on insulin-treated 
diabetics driving the heavier group 2 vehicles justified 
on evidence of road accident statistics? 

(Dr Watkins) The answer is that there is an element 
of pragmatism, as I said at the beginning, because 
that quantity is unknown. The principle, again if I 
may repeat, is the potential magnitude. I have quoted 
already from Medical Fitness to Drive and it is the 
same principle used by those who pilot aeroplanes or 
drive trains, but the Panel have considered the risk 
too great. In some senses it is a societal issue rather 
than a professional issue. It has to be pragmatic at the 
end of the day and that is the way we have taken 
our decision. 

(Dr Frier) Also the decisions that we were looking 
at really had resulted from the European Union 
legislation. The Panel did not make a decision that 
we should change things for smaller vehicles and 
lorries 3.5 to 7.5 tonnes. This decision was made in 
the European Parliament where it was presumably 
debated. 


102. The British Diabetic Association’s Driver and 
Employment Working Party has come to different 
conclusions from those reached by the Government 
on licensing people with insulin-treated diabetes. It 
suggests that they should be assessed individually for 
driving safety. Is such a system feasible in your view? 

(Dr Watkins) You mean every driver for every 
class of vehicle? 


103. Yes, individually. 
(Dr Watkins) Using different criteria for different 
vehicles? 


104. Yes. 

(Dr Watkins) First of all I think the Panel would 
still take the view expressed on the very large vehicles. 
I do not think they have ever deviated from that view. 
Secondly, the group | vehicles, car drivers, as we 
discussed already, have a form of self-assessment 
already. Yes, I think there could be a form of 
individual assessment. The logistics of that would be 
very substantial. It depends on how widely cast the 
net was. 


105. How easy and reliable is it to identify those 
insulin-treated individuals who are at risk of 
hypoglycaemia unawareness? 

(Dr Watkins) The questionnaire developed for 
assessing the exceptional cases for Cl is a very 
rigorous assessment which must be done by a 
consultant physician. It is a fairly specialised thing to 
be done and it would have to be done for C1 drivers 
by a consultant physician. It includes a very 
substantial element of collaboration from the driver 
himself who has to present evidence of his own blood 
glucose monitoring in considerable detail over the 
previous two months. It is a very rigorous test. 


106. Earlier you talked about irrational behaviour. 
Is there any evidence that insulin-treated diabetics 
are more prone to road rage than other drivers? 

(Dr Frier) | can perhaps answer that in that 
research which we have done on the effects of 
hypoglycaemia in both diabetic and non-diabetic 
individuals shows considerable mood changes occur 
as a result of a fall in blood glucose. Individuals 
develop a feeling of tense tiredness, as it is called, and 
in some people there is an increase in anger and in 
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others there are feelings of depression and so on. 
There is a whole series of mood changes which have 
recently been identified in response to 
hypoglycaemia. The other important piece of 
research that I should perhaps mention is that there 
is quite a lot of work now on driving performance 
during hypoglycaemia in people with diabetes using 
sophisticated simulators. This work has been done in 
the USA and some of it has already been published. 
There is more to be published within the next two 
months in one of the major diabetes journals and this 
shows quite clearly that, when the blood glucose falls 
below a certain level, driving performance becomes 
quite seriously impaired and judgement also becomes 
impaired. There is now good hard evidence for the 
direct effects of low blood glucose on this skill. 


Dr Williams 


107. I want to ask a few questions about the 
membership of the Panel. I have the membership in 
front of me and apart from yourselves there are five 
or six other distinguished consultant physicians, 
specialists in diabetes, but really nobody outside this 
specialist sphere. Do you think the Panel should be 
more widely drawn? 

(Dr Watkins) Clearly you need the appropriate 
expertise. I believe that the appropriate expertise is in 
the hands of people properly appointed as consultant 
physicians, and I believe that it is of particular value 
because we are almost dealing with a single issue. 
There are other issues in diabetes but the chief issue 
is a single one and therefore to have somebody like 
Dr Frier, who is a particular expert and has done a 
lot of research on the problems of hypoglycaemia, is 
vital. Those are the expertise requirements of such a 
committee. You need a very substantial base of 
clinical experience in diabetes. 


108. I can well understand that. But should there 
not be an expert on road accident statistics? 

(Dr Watkins) That would be extremely valuable, 
yes. 


109. What about somebody from the British 
Diabetic Association who are the consumers or the 
victims in this sense? 

(Dr Watkins) We have discussed that with the 
BDA. In fact we had a meeting quite recently with the 
British Diabetic Association, a very open and frank 
meeting. I do not think it would be in their interests 
to have a representative formally on the Panel, and 
indeed they have come to the conclusion, the same 
conclusion, that they will separate their members’ 
interests from the decision making process on 
driving. 


110. You say you had that meeting recently 
between yourselves and the BDA. They were with us 
last week and I got the impression that there was 
generally rather poor communication here in terms 
of your meetings. Obviously they are private 
meetings rather than public meetings; there are no 
minutes and agendas. 

(Dr Watkins) In the past there were less than good 
communications. I would like to say that there has 
never been an atmosphere of secrecy but I think 
communications have not been very good. They have 
always had access and do ask for and have access to 


40 MINUTES OF EVIDENCE TAKEN BEFORE 


3 November 1999] 


[Dr Williams Cont] 
the minutes to all our meetings. I think we agreed 
with them last month that a better system of 
communication would be of advantage to us and we 
have absolutely no problem with that whatsoever. 
(Dr Frier) I should say that both myself and Dr 
Tony Stevens, who is an occupational health 
physician from Northern Ireland, are members of the 
Working Party on Driving and Employment for the 
British Diabetic Association, and we clearly report 
back to them on the discussions within the driving 
Panel, so there is communication because there is an 
overlap in our roles. I must say, though, that the 
BDA have not always consulted the Working Party 
on issues like this. 


111. In terms of your membership of the 
Committee when they are appointed, the impression 
that we had last week was that you have an indefinite 
time period and that one of the members of your 
Committee, not yourselves, has been a member since 
1980. Is that the case and should there not be 
appointments for three or four or five year periods 
and a rule perhaps that members should not serve, let 
us say, more than two terms before making room for 
new people? 

(Dr Watkins) I recently attended a meeting of 
Chairmen of all the Driving Panels chaired by Dr 
Tim Carter. These issues were extensively discussed 
and your view was entirely endorsed. I think a term 
of office would be entirely appropriate. 


Dr Gibson 


112. The BDA obviously think that you are just a 
cypher for civil servants, that you just rubber stamp 
things. We as a Committee have been very concerned 
about the openness of Committees and GMOs and 
so on. How do you feel about that: minutes, agendas, 
decisions that are made, websites, the Internet, the 
minutes being available to the public, media 
coverage? Where are you in all that openness in our 
new brave Britain? 

(Dr Watkins) That is almost a societal question 
again. We are perfectly at ease with being open with 
professional associations, the British Diabetic 
Association, and in that sense they are a public body 
so that the decisions made can be disseminated very 
widely, and indeed their literature does state exactly 
what the regulations are and we have no problem 
with that. 


113. So why are they upset about your openness? 

(Dr Watkins) 1 think there are some 
misunderstandings. There is a touchstone there, that 
is, that to a considerable extent the Panel is tied by 
EC directives and I think there was a major 
misunderstanding between the BDA and ourselves as 
to what the Panel was recommending and what the 
Panel was tied to by EC directives, and of course that 
is exactly how the Cl/D1 regulation came about, 
because of an EC directive. It was of no making of the 
Panel, and we would have to abide by that. I would 
like to make one other comment if I may which did 
not come up during our discussions, and that is in 
relation to D1. The Panel have taken the view that, 
as with heavy goods vehicles, insulin-treated people 
should not drive D1 vehicles because they are 
passenger containing with a high risk of death and 
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the fact that the anomaly crept in that D1 vehicles are 
drivable by insulin-treated people came from 
lobbying by charities. We have always found that a 
serious anomaly in the present regulations. 


114. What about Ministers? How do Ministers 
regard your decisions? Ignore them, take them 
seriously, do not even know you exist perhaps? 

(Dr Watkins) I will answer that in two ways. First 
of all, our understanding generally is that they have 
taken our advice and acted swiftly on the 
recommendations and decisions and guidelines we 
have presented in the Panel. We have not had direct 
communications with the Minister or Ministers 
except for myself on one occasion when Baroness 
Hayman asked to see me, and we do not know what 
communications Ministers send out to other bodies. 
We are not made aware of those. 


115. Surely that is not satisfactory as an advisory 
committee on very technical and _ scientific 
information. It cannot be satisfactory. 

(Dr Watkins) 1 think that is part of the area of 
communication which could be improved. 


Mr Beard 


116. Are there any regulations in force now which 
are contrary to the advice that your Panel has given? 

(Dr Watkins) Yes, the D1 situation is a contra 
indication. 

(Dr Frier) This is a situation whereby people are 
not allowed to drive minibuses as part of their 
employment but they can do so as volunteers, so you 
can get the situation of a schoolteacher not being 
allowed to drive a minibus during the day but can 
drive the Brownies at night. We think this makes a 
nonsense of enforcing these regulations. 


Dr Williams 


117. Are there medical developments in the 
pipeline that may reduce the problem of 
hypoglycaemia unawareness and if there are would 
your Committee be flexible and quick enough to 
respond suitably to those advances? 

(Dr Watkins) I think the whole purpose of the 
Panel is to review developments in medical science 
and so we are very sensitive to those developments, 
and the answer to your question is that there are 
developments in improving awareness’ of 
hypoglycaemia and we are aware of that of course 
and will take them into consideration in giving 
advice. 


118. The impression I have at the moment is that 
for this category of insulin-dependent diabetics the 
regulations are quite rigid. Is it the case that over the 
years you see a kind of liberalisation such that things 
will be a little freer, easier and have more flexibility? 

(Dr Watkins) I think if the Panel were convinced 
that somebody would be protected from 
unawareness of hypoglycaemia the answer is yes. The 
problem is at the moment that it is quite impossible 
to state that any individual taking insulin will never 
have such an episode and that is the problem we have 
and that is why we take the issue over the larger 
vehicles. 
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119. My impression is that there is a relative 
paucity of accident statistics here. You did quote in 
your earlier contributions some information that we 
are in a sense taking a very precautionary principle. 
There are potentially dangers here for the general 
public but medicine generally is now more and more 
evidence-based. The awful problem is that we have 
not really got those detailed accident statistics that 
would help you to clearer guidelines and a better 
explanation as to why we have got the restrictions 
we have. 

(Dr Watkins) I think that is a key issue. Of course 
we are as conscious as anybody about the need for 
evidence base. The need therefore for research into 
this area is paramount and our understanding is that 
the Department of Transport may now be funding 
research into this area and we would warmly endorse 
that research to give proper credence to the decisions 
that we make. 


Dr Gibson 


120. Do you have lay members on your Panel, 
the public? 

(Dr Watkins) We have discussed that with Dr 
Carter’s Panel of Chairmen Committee. They could 
not contribute to the technical side of the discussion 
but I think their presence in terms of common sense, 
the common-sense man, would be of value. 
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Mr Beard 


121. That point, Dr Watkins, is I think a good 
point at which to end the session. I think the 
Committee will want to express its appreciation of 
the clarity of your answers and the frankness with 
which you have answered a wide range of questions. 
Thank you very much for coming to see us this 
afternoon. If there is anything that occurs to you 
afterwards that may be relevant to the questions we 
have been asking, we would be very grateful if you 
would write to us. You did mention during the course 
of your evidence the study on the effects of 
hypoglycaemia on driving skills and mood. I wonder 
if you would be kind enough to send us whatever 
evidence there is on that topic which we have not had 
so far. 

(Dr Frier) The studies are on mood of people in a 
laboratory situation, not during driving clearly, but 
yes, I can certainly forward those. 

Mr Beard: Thank you very much. 
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INTRODUCTION 


1. This memorandum responds to the Committee’s invitation, in connection with its case study into 
diabetes and driving licences as part of its inquiry into the Scientific Advisory System. It records the 
development and basis of the policy and actions of the Department, and of its Driver and Vehicle Licensing 
Agency, in respect of diabetes mellitus and the medical criteria against which the issue of driving licences is 
considered. It has been approved by Departmental Ministers. 


SUMMARY 


2. Since about at least 1960 there has been a widespread view, based on case reports and early research 
findings, that people with insulin-treated diabetes should not be granted licences to drive heavier vehicles 
because of the risks, and consequences, of being involved in road accidents. This is attributable to the risk of 
hypoglycaemic attack and the resultant possibility of altered consciousness while driving. 


3. There are around 100,000 insulin-treated drivers in the UK. Most of these drivers have been licensed to 
drive cars and motorcycles, and need to meet eyesight standards and have regular medical checks. Their 
licences are normally issued for three years at a time, but may be for shorter periods in worse cases depending 
on their health. Before 1997, all car drivers were automatically granted entitlement to drive minibuses (9-16 
passenger seats) and small lorries (3.5—7.5 tonnes). From 1 January 1997 these entitlements were withheld 
from new car drivers. From 1998, drivers who had such entitlements (ie, from before 1997) were permitted 
to retain them only until their licences were next renewed. In relation to larger vehicles, however, since 1991 
new applicants who use insulin have been barred in law from driving buses and coaches (over 16 passenger 
seats) and lorries (over 7.5 tonnes). Any driver (of whatever class of vehicle) who develops a diabetic 
condition (except that managed by diet only) is required, by law, to inform the Driver and Vehicle Licensing 
Agency (DVLA) so that their fitness to drive may be assessed. 


4. A few hundred insulin-treated drivers who in 1991 already held licences with entitlements to drive the 
larger vehicles (buses, coaches and lorries) and had satisfied Traffic Commissioners that they had the 
management of their diabetes fully under control, were permitted to retain and renew such entitlements. 
These “grandfather rights” licence holders, now fewer than 200, are required to undergo medical checks each 
year in order to renew their licences. 


5. In the late 1980s the European Commission proposed a new Directive on Driving Licences which, 
following extensive negotiations with Member States, was adopted in 1991 for implementation by 1996 (The 
Second EC Directive on Driving Licences—91/439/EEC). This created separate driving licence sub-categories 
for drivers of small lorries (between 3.5 and 7.5 tonnes) and minibuses (between 9 and 16 passenger seats). 
Nevertheless, like its predecessor Directive (the First EC Directive on Driving Licences—80/1263/EEC), it 
required drivers of such vehicles to be subject to the same, higher, health standards applying to the then larger 
equivalents, namely buses, coaches and lorries. The Second Directive unlike its predecessor provided for 
granting licences to drive vehicles from 3.5 tonnes and 9 passenger seats by insulin-treated diabetics in “very 
exceptional cases”. It did not, however, provide for grandfather rights. 


6. The Advisory Panel on Driving and Diabetes, a group of diabetic specialists appointed by the Secretary 
of State to advise DVLA on medical standards and make recommendations to Ministers, had from the mid- 
1980s advised against the issuing or renewing of licences to drive larger vehicles to those with diabetes treated 
by insulin. In response to the “only in very exceptional cases” provision in the Second EC Directive, they 
recommended that no exceptions could validly be made. Accordingly, new regulations (1996) to implement 
the Second Directive in the UK restricted insulin users (except those with grandfather rights referred to in 
para four above), along with others with health conditions which constituted a bar to holding a licence to 
drive larger vehicles, to driving cars alone, effectively removing the right of existing licence holders to drive 
minibuses and small lorries. The coming into force of this part of the regulations, made in the autumn of 1996, 
was deferred to 1 January 1998, to give those licence holders affected time in which to adjust to the new 
circumstances, including finding alternative employment if necessary. 


2 Not printed. 
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7. Late in 1997 the British Diabetic Association expressed concern about the effect of the new regulations 
on its members. The subsequent campaign gave rise to a considerable volume of letters to MPs and Ministers, 
Parliamentary Questions and debates, and articles in the media. In February 1998 the then Minister for 
Roads, Baroness Hayman, met BDA representatives who provided a dossier of evidence to support their view 
that some insulin using diabetics could continue to drive minibuses and small lorries. Reviewing this, the 
Advisory Panel, noted that no new evidence was in fact furnished. It did, however, recommend that some 
professional drivers who use insulin could be permitted to continue driving small lorries, subject to stringent 
medical safeguards, but that no exceptions could be made in respect of minibuses (and larger vehicles—buses, 
coaches, and lorries). As a result the regulations were amended in September 1998 to permit a limited number 
of insulin-treated professional drivers to renew the entitlement to drive small lorries, subject to stringent 
conditions. 


I. APPROACH TO LICENSING BEFORE THE SECOND DIRECTIVE 


8. Driving licenses are divided into two groups: 
Group I—“ordinary” licences for drivers of motor cars, motorcycles, and other small vehicles. 
Group II—“vocational” licences for drivers of heavy lorries, buses and coaches. 


9. Prior to 1976, Group I licences were issued for three years at a time. Medical reports were required only 
if applicants declared a problem. As well as diabetics whose condition was treated by tablets and diet, 
applicants could include insulin-treated diabetics (and those suffering from some other medical conditions). 
In the latter cases, a Group I licence for a one, two or three year period could be issued subject to a satisfactory 
medical report. 


10. Prior to April 1991, all Group II licences were issued by independent Traffic Commissioners who 
exercised discretion in individual cases. Licences were issued at three year intervals for Heavy Goods Vehicles 
and at five year intervals for Public Service Vehicles. For insulin-treated and other diabetics a medical would 
be required on application and at each subsequent renewal, with annual renewals after the age of 65 for PSV 
drivers. The First Driving Licence Directive imposed a ban on issuing licences to drive larger vehicles 
(minibuses and small lorries upwards—though not distinguished as such) to those whose diabetes was treated 
with insulin: “Group 2: driving licences shall not be granted or renewed for applicants or drivers who are 
diabetics needing insulin treatment”. It did however provide for “grandfather rights” for those licences issued 
before its coming into force: 


“The provisions of the Annex [relating to health requirements] shall not prevent a Member State 
from providing that a driver who has obtained a driving licence before 1 January 1983 under less 
stringent conditions than those provided for herein may have this licence regularly renewed under 
the conditions pertaining when he obtained it”. 


11. After April 1991, responsibility for Group II driver licensing was passed to the DVLA and the Traffic 
Commissioners no longer issued licences. The regime for Group I licences—a responsibility held by DVLA 
since 1973—remained essentially the same. There was however a significant change for Group II. After April 
1991, no new applicants with insulin-treated diabetes were allowed a Group II licence. Between 1991 and 
1993, existing Group II licence-holders with diabetes controlled by diet and tablets were permitted to renew 
their licences at three yearly intervals subject to a satisfactory medical report; from 1993 this was changed to 
the normal pattern of renewal for Group II—at age 45 or every five years until the age of 65, then annually. 
If this condition changed and required them to inject insulin, however, they would then have their Group II 
licence revoked; that is, they were treated as new applicants. 


12. A small number of insulin-treated Group II licence holders who had declared their condition before 
January 1991 to the Traffic Commissioner and had satisfied the Commissioner that they had their condition 
under control, were permitted to renew their licences annually subject to a medical report. There were a few 
hundred such drivers with these “grandfather rights”, a group which would reduce in size and eventually 
disappear. To all intents and purposes the position in the UK after 1991 was that insulin-treated diabetics 
could drive cars, small lorries and minibuses, but nothing heavier than 7.5 tonnes (lorries) or passenger- 
carrying vehicles with more than 16 passenger seats (buses and coaches) 


13. The Advisory Panel on Driving and Diabetes (along with the other Honorary Advisory Panels 
covering other medical conditions which could affect safe driving) was created in 1983 to support the formal 
role of the Secretary of State as the licensing authority, in place of the Traffic Commissioners and local 
authorities. Chairmen and Members of the Panel were appointed by the Secretary of State to advise on policy 
and to make recommendations about individual cases of applicants with a diabetic condition. Decisions 
would be taken by medical advisers in the DVLA on behalf of the Secretary of State, but in particularly 
difficult, novel or important cases an opinion would be sought from the Panel. A list of Panel Members is 
attached at Annex A. There are no formal terms of reference, but appointment letters indicate the nature of 
the work of the panel. A copy of a typical appointment letter is at Annex B. The DVLA publication—At A 
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Glance Guide To The Current Medical Standards of Fitness to Drive (March 1998 edition)—which has been 
drawn up on the basis of advice from the various Advisory Panels, and which forms the basis of decisions on 
licensing in respect of particular health conditions, is at Annex C. 


II THE COMING OF THE SECOND DIRECTIVE 


14. The European Community Second Directive on Driving Licences was drawn up in discussion with 
experts in Member States during the late 1980s and formally adopted by the European Council of Ministers 
in 1991. Member States were required to transpose its provisions into domestic law by 1 July 1994 to enable 
it to come into force on 1 July 1996. 


15. The purpose of the Second Directive (the first was adopted in 1980) was to provide further 
harmonisation of driver licensing throughout the EU, pursuant to the Treaty of Rome requirement of 
freedom of movement and in the interest of road safety. The underlying principle was that licences issued by 
member states would be subject to indefinite mutual recognition in all member states; thus drivers would no 
longer be required, as under the First Directive, to exchange their original driving licence for a local one after 
one year’s residence in another member state. This would be on the basis that all EU licence holders would 
have obtained their licences through common driving tests and health standards. 


16. As far as the UK was concerned there were two significant changes brought about by the Second 
Directive: 


(i) small lorries with a gross weight of between 34 and 74 tonnes (category Cl) which in the UK had 
been classified within Group I, now had to be brought within Group II and so became subject to 
the health standards appropriate to that group, and separate driving tests; 


(ii) minibuses—passenger carrying vehicles with nine to 16 passenger seats (category D1)—-were also to 
be brought within Group IJ, whereas previously they were treated, in the UK, as Group I. 


17. The first Consultation Paper on proposals for implementing the Directive issued by the Department 
(March 1994)—copy at Annex D—did indicate that, in implementation of the Directive, people with 
“ordinary” car licences (Group I) would be able to renew their licences under the same conditions as applied 
when the licence was originally granted. This in effect would have meant that they would continue to be able 
to drive small lorries and minibuses subject only to the health requirements applicable to Group I. 


18. A subsequent Consultation Paper (August 1996)—copy at Annex E—dealt with a wide range of the 
detailed changes to be made to domestic driver licensing as a result of the Directive, and the implications of 
those changes for existing licence-holders. It indicated that holders of the entitlement to drive minibuses (9-16 
passenger seats) and small lorries 3.5 to 7.5 tonnes) and their trailer combinations would, at expiry of their 
licences, have to satisfy the higher Group II health requirements in order to retain those entitlements. Because 
this change in the requirements relating to minibus and small lorries concerned all licence holders (some 30 
millions), the consultation paper did not deal specifically with the implications for licence holders with any 
particular medical condition. It noted, in relation to elderly drivers, that those wishing to continue driving 
minibuses and small lorries should expect to meet the same medical standards “on eg epilepsy and diabetes” 
as to be applied to new drivers. The Consultation paper was not circulated to the BDA, nor to any other group 
relating to a specific medical condition—for instance the British Epilepsy Association. 


19. The change referred to above was the result of a ruling by the Commission that anyone holding an 
entitlement falling within Group II should be subject to the Group II health requirements. The Department 
was able to negotiate that the effective date for meeting the new health requirements would be on expiry of 
the current entitlement. The Department had also sought the European Commission’s agreement to deferring 
by 12 months from implementation of the Directive, the coming into force of the requirements affecting 
existing holders of entitlements to drive minibuses and small lorries. This was in order that those licence 
holders whose licences would expire in the year immediately following implementation of the Directive 
(because they had reached 70 years of age) and who wished to retain the entitlements would have the 
opportunity to pass the Group II medical examination before their Cl and D1 entitlement lapsed. Those with 
licences expiring beyond then would automatically have the opportunity of doing so. 


20. The Directive was implemented with effect from 1 January 1997 via 
— The Driving Licences (Community Driving Licences) Regulations 1996 (made July 1996); and 
— The Motor Vehicles (Driving Licences) Regulations 1996 (made November 1996). 
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III. REACTION TO THE NEW ARRANGEMENTS 


21. In November 1997 the BDA expressed concern about the effect of the new Regulations on its members. 
From then and throughout 1998 a large volume of letters to MPs and Ministers referred to the Department 
from individual BDA members. Variations among Member States in licensing practice for diabetics on 
insulin led to DETR again to request advice from the Advisory Panel at its normal six monthly meeting in 
November 1997 on whether “very exceptional cases” could be defined to whom a restriction on the driving 
of Group II vehicles need not apply. The response was that such cases could not be identified. 


22. In the light of the evident strength of feeling about the effect of the new Regulations on diabetic drivers, 
and the counterclaims by some physicians representing the interests of their patients, the then Minister for 
Roads, Baroness Hayman, invited the Chairman of the Advisory Panel to explain to her the scientific evidence 
underlying the Panel’s conclusion. Dr Watkins explained the dangers and unpredictability of hypoglycaemic 
attacks, particularly with loss of consciousness without warning and reiterated the advice of his Advisory 
Panel that no exceptions should be made. A letter from the Minister to all MPs explaining this advice and 
setting out the Government’s position issued in January 1998 (copy at Annex F). 


23. In February 1998 Baroness Hayman met the BDA and Adrian Sanders MP, Chair of the All Party 
Group on Diabetes. The BDA had compiled a dossier of scientific findings and opinion in support of their 
contention that drivers with insulin-dependent diabetes were no more of a road safety risk than the general 
population. This evidence quoted from the “Dia Mond” Project on insulin-treated drivers and their operation 
of commercial vehicles, reported in the British Medical Journal in 1993, and also the work of Songer and 
others on a risk analysis of diabetic truck drivers in USA, also reported in 1993. The Minister agreed to put 
this evidence to the Advisory Panel. Parliamentary Debates took place during March in both the Commons 
and the Lords. 


24. The Advisory Panel met specially (April 1998) to consider the evidence of the BDA. A new question 
was put to them—essentially, whether any of the 100,000 insulin-treated licence holders could be considered 
to drive Cl/D1 without affecting the current risk level. They also examined documented cases of 
hypoglycaemia at the wheel among Group I licence holders assembled by DVLA’s Medical Advisers. 


25. The Panel felt that the material provided by the BDA did not present a fair view of the available data 
and lacked new evidence. It concluded that no exception should be made in respect of licences for minibuses, 
buses, coaches and large lorries. However, the Panel recommended that the “very exceptional cases” 
provision of the Directive could be applied in respect of existing insulin-treated Group I licence holders who 
drive 3.5. to 7.5. tonne lorries for their work regularly, subject to medical checks and rigorous conditions. 


IV. CHANGES TO THE NEW ARRANGEMENTS 


26. Following the recommendations of the Advisory Panel a Consultation Paper was issued in June—copy 
at Annex G—proposing an amendment to the Regulations in respect of driving small lorries. The Press 
Release announcing this is at Annex H. In the light of the responses, an amendment to the Regulations 
implementing this change came into effect on 11 September 1998. A copy of the Press Release of the same 
date announcing this is at Annex I. 


27. To date some 250 licences to drive small lorries (category C1) have been issued on renewal to insulin- 
treated diabetics, out of about 1,200 who have applied. 


V. THE SCIENTIFIC BASIS OF THE POLICY ON DRIVING AND DIABETES 


28. It will be seen from the previous sections, therefore, that the recent changes in regulations affecting 
licence holders with insulin-treated diabetes were not founded specifically on scientific advice or evidence. As 
has been noted, insulin-treated diabetics were affected because holders of the relevant entitlements fell to be 
licenced under the Group II health standards. In this connection the Second Directive required that: 


“Only in very exceptional cases may driving licences be issued to, or renewed for applicants or 
drivers in this group [Group 2] suffering from diabetes mellitus and requiring insulin treatment, and 
then only were duly justified by authorised medical opinion and subject to regular medical check- 
ups”. 


In implementing the Directive, the Department was constrained by first, the European Commission’s 
position on the treatment of existing category Cl (small lorry) and D1 (minibus), and second, the Advisory 
Panel’s consistent advice against granting licences to drive larger vehicles by those with insulin-treated 
diabetes. The Government saw no reason to depart from the Panel’s advice in relation to existing holders of 
category Cl and D1 vehicles. It is appropriate at this juncture, however, to consider the origins of the above- 
mentioned policy, and the extent to which it is supported by scientific evidence. 


46 MINUTES OF EVIDENCE TAKEN BEFORE 


3 November 1999] [ Continued 


29. The First EC Directive on Driving Licences incorporated the United Nations Agreement on Minimum 
Requirements for the Issue and Validity of Driving Permits (Geneva 1975) and thus imposed a ban on issuing 
or renewing licences to drive larger vehicles to those with insulin-treated diabetes. The Second report (1980) 
of the World Health Organisation Expert Committee on Diabetes Mellitus reinforced that approach by 
recommending that insulin-treated diabetics should not drive either HGVs or PSVs (the nomenclature until 
1991). The Advisory Panel from its inception in the mid-1980s, consistent with the above publications, 
advised against issuing or renewing licences to drive larger vehicles to those with diabetes treated by insulin. 


30. The extent to which that advice was heeded depended on individual Traffic Commissioners, who until 
1991 held responsibility for issuing licences for larger vehicles (except minibuses and small lorries). As has 
been noted, it is also the case that the First Directive provided for grandfather rights. From 1991 only those 
insulin-treated diabetic licence holders who had been allowed to renew their licences by Traffic 
Commissioners retained their entitlement—but subject to stringent annual medical checks. 


31. Thus the policy on licensing insulin-treated diabetics to drive larger vehicles has in the first place been 
derived from international legislation, specifically, European Directives. Only the very limited scope which 
the Department had, in considering whether to apply the “very exceptional cases” provision of the Second 
Directive, could be said to be related to specific “scientific” advice. 


32. In the run up to implementation of the Directive (late in 1996) in the light of persistent (non-BDA) 
pressure to change to a policy of individual assessment in relation to the driving of buses, coaches and large 
lorries, the Department invited the Advisory Panel to consider whether there was any need to change its 
previous advice. The response was that in their judgement it was not possible to identify exceptional cases as 
provided by the Directive. This advice was reiterated one year later, both in respect of the larger vehicles, and 
minibuses and small lorries which, in the UK, were now required to meet higher health standards. It should 
be conceded, however, that the Panel’s view on existing holders of entitlements to drive minibuses and small 
lorries was to some degree influenced by advice by the Department that other Member States also applied a 
ban on such vehicles being driven by insulin-treated diabetics. That information turned out not to be accurate; 
some member states, notably the Netherlands, allow such driving. 


33. The Panel subsequently advised, in response to a specific question from the Department, that it would 
be possible to define a limited group in accordance with the requirements of the Directive. In this context, it 
should be noted that the European Commission, in discussions within a Technical Committee convened to 
consider post-implementation issues, have expressed the view, in strong terms, that “very exceptional cases” 
could only be, by definition, a small fraction of insulin-treated diabetics. 


34. In advising the Department against the granting of licences to drive larger vehicles by insulin-treated 
diabetics, their Advisory Panel will of course have been drawing on their knowledge, as clinicians and 
researchers, of the condition and risk associated with it. That risk has not been formally quantified for the 
Department, but to the extent that the requirement is imposed by EU legislation, such national quantification 
would be irrelevant. 


CONCLUSIONS 


35. The medical standards in the Second Directive had been agreed by member states on adoption and the 
UK was accordingly bound by requirements of the Directive. As has been shown in this Memorandum, the 
scientific assessment underpinning the provision in the Second Directive relating to diabetes mellitus dated 
back to the time of the First Directive. It was not systematically reviewed for the purpose of the Second 
Directive. It is doubtful whether, at the time of implementation of the Directive, more up to date evidence 
on risk in diabetics could have been used by the UK to alter the agreements reached when the Second 
Directive was negotiated. 


36. There was only limited scope for using evidence and expertise to implement the Directive in a way 
which would prevent accidents but not restrict more people than necessary to do so. The only question for 
the UK appeared to be whether there was a basis for invoking the “only in very exceptional cases”, as a matter 
of policy. That policy could be founded only on unambiguous expert advice—for this purpose the 
Department’s Advisory Panel. 


37. Whilst it is accepted that the Department failed to consult the BDA (and indeed other groups 
representing those with specific medical conditions likely to be affected) in the consultation exercise of August 
1996, for the reasons explained in this Memorandum, it seems doubtful that representations at the time of 
implementing the Directive would have led to a substantially different result. 


38. It is at present uncertain whether there is likely to be significant change, at EU level, in this particular 
area of policy. Looking to the longer term more generally, however, the UK view is that as the major decisions 
on medical standards will continue to be taken at EU level, it will be important to demonstrate that any 
restrictive changes in medical policy, particularly as they are likely to affect existing licence holders, are based 
on robustly-established evidence. Such evidence could come only from a programme of review and research. 
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The UK are aware that the European Commission has recently been planning such a programme. The UK 
would look to contribute to the formulation of the terms of reference. It would also seek to contribute through 
its own road safety research programme. 


Licensing and Enforcement Policy Division 


September 1999 


The Department’s response to the specific questions posed in the Committee’s letters of 4 August (including 
that to Dr Ford, Chief Executive, DVLA) 


1. What is the current situation regarding the provision of driving licences to insulin-treated diabetics? Has this 
changed in recent years and if so, how and why? What scientific advice was used to underpin such decisions? Were 
any other factors considered? 


(a) Insulin-treated diabetics may, subject to meeting appropriate health requirements, be granted licences 
to drive Group I vehicles—cars and motorcycles—for up to three years; renewal depends on satisfactory 
medical checks. No change. 


(b) Since January 1997, new car licence holders with insulin-treated diabetes may not be granted licences to 
drive minibuses (category D1) and small lorries (category C1). Change introduced on implementing Second 
Directive. 


(c) Since September 1998, some insulin-treated diabetics who held a car driving licence before 1997 may 
be able to renew their entitlement to drive small lorries (category C1) provided they have driven such a vehicle 
regularly for employment and can meet other criteria. This represents a change from the previous legislative 
position under which such entitlements could not be renewed. 


(d) Since January 1998, insulin-treated diabetics who held a car driving licence prior to 1997 may not renew 
their former entitlement to drive minibuses. Change introduced by legislation implementing the Second 
Directive. 


(e) Except for those granted “grandfather rights” in 1991, insulin-treated diabetics may not be granted 
licences to drive buses, coaches and lorries. No change. 


With regard to the scientific advice, explained in the preceding section of this memorandum, the changes 
indicated at (b) and (d) above were necessitated by the requirements of the Second Directive and were not 
derived directly from scientific advice. The change indicated at (c) was on the basis of advice from the 
Advisory Panel, but again fell within the terms of the Second Directive. 


2. Which Ministers and Departments have responsibility in this area? 


Responsibility for driving licensing falls to this Department. At Ministerial level, responsibility falls in the 
first instance to the Minster for Roads, the Parliamentary Under Secretary of State, Lord Whitty. Ultimate 
responsibility rests with the Secretary of State, although in practice, the Secretary of State’s function can be 
said to be served by the Minister of State for Transport. 


3. How is this policy influenced by European Directives? How do arrangements in the UK compare with those 
in other EU states? 


As has been stated in the body of this memorandum, the policy is wholly attributable to European 
legislation. In relation to the specific issue which has given rise to the Committee’s interest—the change in 
the classification of minibuses and small lorries which resulted in former holders of those entitlements falling 
to lose those entitlements if they have insulin-treated diabetes—a comparison with other EU states is 
probably not meaningful. It is not thought that other member states had the same problem—either because 
they never had sub-categories, or because those sub-categories were already subject to higher health 
requirements. It is known, however, that there is variation among member states in their licensing practise 
relating to the driving of larger vehicles (buses, coaches and large lorries) by insulin-treated diabetics. The 
following appears to have been the situation as at the beginning of this year: Austria, France, Finland, 
Republic of Ireland, and Portugal do not issue licences to drive Group II vehicles to insulin-treated diabetics; 
Spain and Luxembourg do so for “very exceptional cases”; Sweden issues in respect of category C and C+E 
(ie lorries and their trailer combinations); Belgium, Denmark, Germany and the Netherlands have a special 
medical procedure. In respect of renewal, Austria, Spain, France, Finland , Luxembourg, Portugal and Spain 
do so for “very exceptional cases”; Belgium, Germany, Denmark and the Netherlands have a special medical 
procedure. 
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As was noted in the body of this memorandum, the European Commission has deprecated the approaches 
which appear to go beyond “only in very exceptional cases”—notably those of the Benelux countries and 
Denmark. 


4. What is the nature of the evidence on which the current policy is based? 


The policy is derived from obligations to adhere to European legislation. The provisions of that legislation 
were based on a long-standing expert assessment of the dangers associated with the driving of larger vehicles 
by insulin-treated diabetics. In the circumstances, it was unnecessary for the UK to procure independent 
evidence in support of the “policy”. 


5. What are the arrangements for seeking and obtaining scientific advice to underpin the policy in this area? 


Within the limits set by the Directive, the Department relies on the knowledge and experience of its 
Advisory Panel. 


6. What is the status of the Honorary Advisory Panel on Diabetes and Driving? Who are its members and what 
are their qualifications. What are its terms of reference? 


The Committee are kindly invited to refer to paragraphs 6 (page 2) and 13 (page 5) and to Annex A. 


7. What are the arrangements for obtaining other, non-scientific, advice on this issue? 


Given that the policy was pre-determined by the requirements of the Second Directive, the question of 
obtaining other, non-scientific advice did not arise, if by this the Committee is referring to organisations 
specifically concerned with the interests of insulin-treated diabetic licence holders. In the normal course of 
events, public consultations through representative bodies would be the normal means of obtaining such 
advice. In this particular case, “consultation” could be said to serve to inform, at an early stage, those affected 
through their representative bodies. 


8. What are the general arrangements for assessing the impact of medical conditions on driver safety? How do 
the Honorary Medical Advisory Panels and the Drivers Medical Group operate? 


On a day to day basis, individuals with medical conditions are assessed by DVLA Medical Advisers—with 
the assistance of Advisory Panels where necessary (see latter part of this response)—against standards set out 
in regulations, or guidelines developed over time within the broad standards set. 


More generally, the minimum standards of health for driving vehicles have been laid down in European 
legislation since the early 1980s. These standards were derived through discussion by medical and road safety 
experts from Member States. These standards were based on an understanding of the possible implications 
for safe driving, and therefore road safety, of lower health standards. This in turn would have relied on the 
then knowledge of medical conditions. 


The implications for safe driving of particular conditions may of course change in the light of advances in 
treatments. The Second Directive provides that: 


“Member States may, with the agreement of the Commission, derogate from the provisions of 
Annex III [that relating to minimum standards of health] where such derogations are compatible 
with the development of medical science and with the principles laid down in that Annex.” 


Since the coming into force of the Directive, it has not been necessary to invoke this provision in the UK. 
There are, however, examples in the UK prior to this, of changes in driver licensing following assessments of 
the implications of particular medical conditions on driver safety. One such example concerns epilepsy. Car 
licence holders who suffered an epileptic fit were required to be two years free of fit, with medication, before 
they could regain their licences. Following a statistical analysis—at the initiative of the relevant Advisory 
Panel—which showed no significant extra risk the period was reduced to one year. Thus within the scope 
permitted by the Directive, various Panels constantly review the impact of medical conditions on driver safety 
and make recommendations as necessary. 


The Panels operate at two levels. They consider specific issues brought to them by the Department, in 
practice the DVLA, in the light of public reaction to or representation on the policy in respect of a particular 
medical condition. Such consideration may result in a recommendation for change. Panels also consider and 
make recommendations on the appropriate licensing treatment in difficult or novel individual cases. 


The Drivers Medical Group review applications for licences—whether first or on renewal—where medical 
conditions which may affect safe driving are declared, or established on initial examination by a doctor in the 
case of applicants for Group II licences. The review is against the established standards—as documented in 
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At-A-Glance (Annex C). Where necessary, the applicant is referred to a specialist for a fuller assessment of 
the condition. If a Medical Adviser in the Drivers Medical Group feels unable to come to a decision because 
of the difficulties presented by a particular case or one including novel features, it is referred in the first 
instance to a Panel member. He in turn may recommend referring the case for the consideration of the full 
Panel. 


9. What is the current policy for the provision of driving licences to insulin-treated diabetics? What is the role 
of the DVLA in this matter? 


In respect of the first part of this question, the Committee are kindly invited to refer to the response given 
to the first question, on the preceding page. As well as contributing to policy advice to Ministers, the DVLA 
issue licences in accordance with the policies agreed by Ministers and reflected in legislation. 


In relation to the specific event giving rise to the Committee’s interest, the DVLA supported the centre of 
the Department in evaluating the implications of the Panel’s recommendation—at their meeting in April 
1998—that some insulin-treated diabetics could be licensed to drive small lorries subject to stringent 
conditions. The DVLA—specifically the Drivers Medical Group—developed, in consultation with the centre 
of the Department and the Advisory Panel, the criteria which it would be necessary for insulin-treated 
diabetics to meet in order to satisfy the requirements of the Panel. 


10. How satisfactory are Government arrangements for public consultation on this issue? 

The Committee are kindly invited to refer to the response given above to question 7, above. 
Licensing and Enforcement Policy Division 
September 1999 


Annex A 


THE HONORARY ADVISORY PANEL ON DRIVING AND DIABETES MELLITUS 
MEMBERSHIP (as at July 1999) 


Dr P J Watkins MB Bchir MD FRCP (Chairman)—Member since 1995. Chairman since 1997 
Consultant Physician and Diabetologist 

Kings College Hospital 

Denmark Hill 

London SE5 9RS 


Professor J D Ward MB BS BSc MD FRCP—Appointed 1985 
Consultant Physician and Professor of Diabetic Medicine 

The Royal Hallamshire Hospital 

Glossop Road 

Sheffield S10 2JF 


Dr J L Day MB BS MD FRCP—Appointed 1985 
Consultant Physician 

The Diabetes Centre 

Ipswich Hospital 

Heath Road Wing 

Ipswich 

Suffolk IP4 SPD 


Dr Nina L Essex MB BS FRCP—Appointed 1989 
Consultant Physician and Diabetologist 

Mayday Hospital 

Thornton Heath 

Surrey CR4 7YE 
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Dr Brian M Frier MB ChB BSc MD FRCP—Appointed 1996 


Consultant Physician and Diabetologist 
Department of Diabetes 

Royal Infirmary of Edinburgh 
Lauriston Place 

Edinburgh EH3 9YW 


Dr Stephen G Gilbey MD MB ChB BA MD MRCP—Appointed 1997 


Consultant Physician and Diabetologist 
Department of Diabetes & Endocrinology 
The Manny Cussins Centre 

St James’s Hospital 

Beckett Street 

Leeds LS9 7TF 


Dr A B Stevens MB BCh BAO MD MRCP MFOM RCP—Appointed 1997 


Consultant in Occupational Medicine 
Occupational Health Service 

The Royal Hospital 

2nd Floor West Wing 

Grosvenor Road 

Belfast BT12 6BA 


Examination of Witnesses 


THE LORD WHITTY OF CAMBERWELL, Under-Secretary of State, MR RICHARD JONES, Head of Licensing 
and Enforcement Policy, the Department of the Environment, Transport and the Regions, and 
Dr JANE DurRSTON, Senior Medical Adviser and Head of the Drivers’ Medical Unit, the Driver and 


Vehicle Licensing Agency, were examined. 


Mr Beard 


122. Welcome, Lord Whitty, Dr Durston and Mr 
Jones to our deliberations this afternoon. The case 
study we are undertaking on the connections 
between diabetes and the issuing of driving licences 
to different categories is part of a general 
examination of the basis of scientific advice given to 
Government. We have so far inquired into 
genetically modified foods and mobile phones and 
this is the third of our basic case studies. We will 
address our questions to you, Lord Whitty, and if 
you would like to direct any to your colleagues as is 
appropriate or they would like to join in, please 
signify. Could I express the apologies of the 
Chairman, Dr Michael Clark, who is away on 
constituency matters and regrets his absence. Would 
you like to begin by introducing yourself and your 
two colleagues? 

(Lord Whitty of Camberwell) I am the Under- 
Secretary of State in the Department of 
Environment, Transport and the Regions, and my 
main responsibility in this area relates to road safety. 
My colleagues are Dr Jane Durston, who is the 
Senior Medical Adviser and Head of the Drivers’ 
Medical Unit at the DVLA, and Richard Jones, who 
is the Divisional Manager of the Department’s 
Licensing and Enforcement Division in the 
Department’s headquarters. 


123. What are the underlying principles that are 
being applied in the Department when restrictions 
are placed denying individuals the right to drive on 
grounds of a medical condition which might 
compromise their fitness to drive? 

(Lord Whitty of Camberwell) I am not sure I could 
start from that point in a sense because we are of 
course at this point in time dealing with a fairly 
developed system of European law which was 
originally based not on a definitive scientific basis 
that we would like, but nevertheless a general 
understanding of the effects of diabetes on the ability 
to drive. There was therefore only a very broad 
scientific basis for the original directive which was 
back in 1983 and the directive we are currently 
working on, which is 1991. That change that came 
about as a result of the 1991 directive was in essence 
administrative rather than scientific in that it 
required the United Kingdom to align its procedures 
on licences with the more explicit European criteria, 
so the change that has brought about this particular 
problem in relation to minibus drivers, for example, 
came about as a result of an administrative rather 
than a scientifically driven change. More generally of 
course car drivers are able to drive provided they can 
show their medical condition is adequate on the basis 
of a three-year renewal system. The change that has 
come in relatively recently relates to minibus drivers. 
Maybe I am anticipating subsequent questions but I 
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think if you were starting from square one you would 
not do it this way in three senses. Procedurally we 
would wish to follow this UK-wise and hopefully 
European-wise as well, adopting Sir Robert May’s 
guidelines that we have had for the last two years. 
That was not the case and has not been the case. 
Secondly, at the European level of course there are 
less clear procedures for basing decisions on scientific 
evidence than there is perhaps now here, at least in 
concept. Thirdly, I think the actual administrative 
change that I have just referred to was not perhaps 
handled as well as it might have been in terms not so 
much of dealing with the science but of informing 
people of the criteria. I think we are all concerned 
that we should rectify that situation in future. Both 
in terms of transparency and in terms of basing 
things on science, I think we would do it differently 
in future. 


124. In fact I think your answer, Lord Whitty, 
suggests that there is no view in the Department on 
the acceptable level of risk and you are taking your 
lead from the European attitude to this matter. 

(Lord Whitty of Camberwell) There clearly is a risk 
and quite a serious risk in relation to the number of 
incidents that get reported to us by DVLA, roughly 
speaking 120 police reports a year of a collapse as a 
result of a diabetes related attack, and that is 
probably a serious underestimate. That is clearly 
completely cutting out the ability to drive, and 
therefore they are serious risks. In terms of statistics, 
neither UK-wise nor Europe-wise would I be able to 
say there is a clear figuring there. I do not know if my 
colleagues wish to add anything to that, but there is 
a palpable risk. The measurement of it, however, is 
not easy. 


125. Whose responsibility within the Department 
is it for these matters? 

(Lord Whitty of Camberwell) The final 
responsibility rests with Ministers because it comes 
through legislation and regulation. Assessing 
particular risks: there is a role in terms of the 
licensing requirements with the DVLA and 
particularly the medical side of it. They take advice 
from the Panel whose Chair I understand you have 
just seen on the diabetes side. We have six such panels 
in total dealing with various medical conditions and 
their impact on driving ability. 


126. Just to understand the process, the advice that 
comes from a panel like that, is that taken 
automatically by your Department and the advice 
acted upon or are there other considerations that are 
brought in before decisions are taken on the 
regulation of people provided with driving licences? 

(Lord Whitty of Camberwell) The medical evidence 
is largely taken from the Advisory Panel and sought 
from the Advisory Panel. There are clearly 
administrative and slightly wider considerations that 
Ministers may well take into account before making 
the final decision. 


127. What would those wider considerations be? 

(Lord Whitty of Camberwell) For example, in the 
situation which has caused comment, the exclusion 
of the minibus drivers, clearly one of the 
considerations which my predecessor took into 
account at the point where we were considering the 
impact of complying with the directive and whether 
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we should seek some concession under the “very 
exceptional circumstances” was an employment 
related position because there were people who were 
already in employment. In certain other situations in 
other medical conditions there may be wider social 
implications to be taken into account, but as far as 
the medical and scientific advice is concerned in the 
strict sense then we largely rely on the advisory panel. 


128. What was the United Kingdom line in the 
negotiations that led to the second European Union 
directive on driving licences in respect of fitness to 
drive? 

(Lord Whitty of Camberwell) This is way before my 
time, Chairman, but as I understand it we supported 
the general thrust of those although I am not entirely 
sure that the full implications were clear at that time. 
We did argue that a degree of harmonisation of 
licensing conditions was necessary because it was a 
very wide directive, not solely applied to medical 
conditions, and we were concerned that we 
implemented it fully within the United Kingdom, so 
we were in favour of the spirit and I presume the 
letter of the directive at the end of the day. 


Dr Gibson 


129. I understand that the DETR has a new four- 
year research programme. That does suggest that the 
current policy on medical standards is a bit weak. Do 
you agree with that and do you think that the second 
EU directive was brought in on insufficient evidence? 
Is that the basis of the need for this programme? 

(Lord Whitty of Camberwell) That is not the basic 
need for the programme. I was a bit surprised when 
I checked the overall research programme on road 
safety and related matters that there was not a larger 
medical component as I would have thought. This 
research programme, which is a programme for the 
next two years, with £40,000 a year allocated, is anew 
one and is directed at trying to find more explicitly 
the causation and the statistics between a diabetic 
condition and fitness to drive. To my knowledge 
there was no similar programme while we were 
negotiating or considering implementation of this 
directive. 


130. So it has gone up to £40,000 a year. What was 
it before when you took over? 

(Mr Jones) Zero. 

(Lord Whitty of Camberwell) It was nil and I think 
I would be right in saying that there had never been 
a programme. 


131. That £40,000 will be allocated how? A couple 
of secretaries, a computer? 

(Lord Whitty of Camberwell) 1 am not entirely sure 
what the full implications are. I have a few more 
details here if you give me a moment but I am not 
sure I can give you that full breakdown. 

(Mr Jones) Broadly, what we shall do is we will ask 
a number of university departments if they are 
interested in doing the work and if they would like to 
tender for it. We will then select one of them on the 
basis of who seems best qualified and who proposes 
a value for money approach, and we will appoint 
them and they will get some work done and publish 
a report. 


132. How is the £40,000 worked out? 
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(Mr Jones) It is a very rough figure at the moment. 


133. It could be more? 
(Mr Jones) It could be more. 


134. Depending on your programme? 

(Mr Jones) Yes. You have to have some sort of a 
figure to show to the universities, “This is what we are 
thinking of.” 

(Lord Whitty of Camberwell) We have not yet got 
the tenders in in any detail. 


135. How would you change the regulations if 
there was some new evidence in the field, for example, 
of insulin-treated diabetic drivers? How would that 
be progressed? The evidence comes up; it is 
absolutely clear-cut; What do you do with that then? 

(Mr Jones) We would go and talk to our friends in 
Europe about that and say: “We have some new 
evidence and some new research which suggests that 
across Europe we ought to be changing the rules.” 
That is the way we would have to do things. We could 
not just say: “Right, we are going to change 
everything.” 


136. So there is no opt-out in other words? 

(Lord Whitty of Camberwell) No, there is 
absolutely no opt-out. There is very limited room for 
manoeuvre and the room for manoeuvre that we 
adopted in relation to minibuses is probably of the 
order of scope of elbow room that we have within 
that directive. 


Mrs Curtis-Thomas 


137. In the week where we have the French opting 
out on the BSE issue, I take your comments very 
lightly. Iam extremely concerned after hearing some 
of the evidence today that significant decisions have 
been made about people’s capability to drive on a 
very limited statistical base. That said, I then further 
hear that the staggering sum of £40,000, which 
constitutes an individual to research this matter, 
appears to be totally insignificant against the amount 
of research that you require to undertake in order to 
achieve objective decisions. We have heard that the 
DVLA are in receipt of some of the declarations 
related to diabetic conditions. I have a number of 
questions to ask but I suppose one of the primary 
questions is, what work have you done with the 
Health Department to ascertain from primary care 
groups and prescriptions the number of diabetics 
that there are within the United Kingdom and then 
compare that with the number of diabetics that have 
informed the DVLA of their condition? If you have 
not done that, therefore how are you able to quantify 
any of the actual risk on which some decisions have 
been made? 

(Dr Durston) As far as DVLA is concerned, we are 
not resourced to do any research. We have no 
funding for that. Any research that we feel would be 
appropriate has to be directed through central 
DETR. We have no research funding or resource. We 
are looking at obtaining information from our 
mainframe database which does hold a lot of 
information about licensing decisions, but we are not 
in a position to collaborate with any other 
department such as the Health Department to obtain 
statistics. That would mean we would have to obtain 
outside funding for that. 
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138. So has the Health Department been 
approached at all on this particular issue? 

(Mr Jones) No. 

(Lord Whitty of Camberwell) In terms of 
commissioning the research? 


139° Yes. 

(Lord Whitty of Camberwell) No, but the medical 
effects are pretty clear-cut and substantial. What I 
think you are concerned about is the statistical 
incidence of them, which is quite clear and was clear 
from way before these directives were drawn up, that 
an attack could cause collapse and serious road 
safety implications. The medical aspects of it I do not 
think need additional research. Obviously if 
treatment changes then one might have to re-assess 
that, but at the moment the medical facts are fairly 
well established. What we are unclear about are the 
statistical and therefore the risk facts. 


140. Precisely. Which is why I suggest a 
conversation with the Health Department might be 
very constructive, given that these people raise 
statistics from the health authorities which initially 
come from primary care groups, which is where basic 
statistics come from. That said, I guess we could then 
go to our European colleagues and ask them for the 
statistical basis upon which they made the initial 
recommendations in the first place. Given that we 
have allocated the princely sum of £40,000, I would 
be very interested to hear what research programmes 
our European colleagues have to underpin this 
particular directive which we have had to embrace 
and will have significant consequences for some of 
the drivers within the United Kingdom. 

(Lord Whitty of Camberwell) Can I say two things 
in relation to that? The medical information is fairly 
clearly established, that an insulin-treated diabetic is 
probably likely to have a chance of one in 10 of 
having an attack some time during the year. You can 
therefore divide that by the average driving hours. 
That would be a very rough and ready calculation 
but it is nevertheless not an insignificant risk. 
Secondly, as far as depriving people of their licence is 
concerned, of course you have to declare the 
condition and therefore there is probably an under- 
declaration. Once having declared it, and if you are 
under effective treatment, you can renew that licence 
every three years as far as car driving is concerned, 
and therefore the interference with your freedom to 
drive, provided you are medically fit to drive, is not 
significant. It is perhaps in this one case of having 
implications for employment in driving a larger 
vehicle where there is a more severe effect on, if you 
like, the freedom to drive. My concern throughout 
this is road safety and there clearly is to me a risk to 
both the drivers and to others which has to be taken 
account of and we have to medically check on them 
and that is why we have this three-year renewal 
system. 

(Mr Jones) That is broadly right. We do look to the 
Advisory Panel themselves, and you have taken some 
evidence from two of their members, who of course 
are practising clinicians. They keep abreast of 
research. They go to international conferences. They 
tell us from their own experience and from their 
contact with the profession if there are changes in 
treatment. 
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Mr Beard: Yes, I do not think the thrust of the 
question was along those lines. It was more the 
epidemiology of it. What is the incidence of different 
types of conditions? I think we have the answer there 
and we should move on. 


Dr Gibson 


141. I think we can accept that higher medical 
standards probably reduce the harm in road 
accidents; that is what you believe. Do you think the 
hard evidence is there, Dr Durston? Could you quote 
the paper, the source, and so on? 

(Dr Durston) I think that evidence is wanting and 
that is what research is actually being targeted at, 
producing hard evidence, not only for diabetes but 
other medical conditions. 


142. Okay. What about a situation where people 
start to conceal their problems because it is obvious 
that they are going to lose their job or whatever, how 
do you feel about that? How would you handle that? 

(Dr Durston) The self-declaration does rely on 
people to be honest. We do encourage people to tell 
us about their medical conditions. We are actually 
planning a publicity campaign for next year to 
highlight the fact that people should report their 
medical conditions to us and also specifically with the 
Diabetes Panel we are looking at education 
proposals for professionals and for the lay public to 
actually try to improve notification and to improve 
how they deal with driving with diabetes. 


143. I have to say to you that it was all working 
very well in 1991 and so on—the system for picking 
up individuals with these problems. Why change it? 
What is the motivation to really change it now do you 
think because it was working before? 

(Dr Durston) Do we know that the system was 
working well in 1991? You mean the system for 
licensing in 1991 was working? 


144. Yes. It was all right. It was not front page 
news in the Express and the Mirror and so on. 

(Dr Durston) I think it is part of a general 
awareness that people expect the roads to be safer. If 
you ask the general public how they feel about the 
fact that someone with epilepsy or other medical 
conditions could well be driving then their answer 
would be that would not seem to be right. I think we 
have to address those concerns from the general 
public. 


145. How long do you think that it will take to get 
that evidence and to make any assessment? Are you 
talking about a four-year programme? 

(Dr Durston) I think in any respected research 
programme it would be three to four years before we 
could actually get evidence but in the meantime, as I 
say, we are planning to employ a data analyst to work 
on the mainframe to actually give us some hard 
evidence from that. 


Mr Jones 


146. Just to follow up on the point of people not 
telling the DVLA about their conditions, have you 
got any statistics of drivers involved in accidents who 
did not declare that they were insulin-dependent 
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diabetics? Is there a penalty for them if they are 
involved in an accident and they have not declared it? 
What is the action that is taken? 

(Dr Durston) We do know about people who have 
been in one of the 120 notified in the 12 months who 
have been notified to us by the police for having an 
event at the wheel which has been attributed to 
hypoglycaemia and there are a number of those 
people who have never told us about their diabetes. 
We do know about them and there is provision in the 
Road Traffic Act to take them to court. 


147. Do the regulations need changing? It is not a 
notifiable condition but should we, for instance, ask 
doctors to notify the DVLA about someone who is 
an insulin diabetic? 

(Dr Durston) I think it needs to be looked at not 
just in the context of diabetes but across the board 
from all medical conditions, who is responsible for 
medically fit to drive. 

(Mr Jones) It is notifiable in the sense that it is the 
law. It is the law that one is required to tell the DVLA 
if one develops this diabetic condition, this particular 
insulin-treated diabetes. That is prominently 
displayed on all driving licences. 


148. That does rely on the individual being honest 
enough to do that. 

(Mr Jones) Not entirely. It largely relies on that but 
we also have sources of information, including that 
individual’s own doctor. This is a very unusual thing. 
It is the law and it has been agreed with the General 
Medical Council that in rare circumstances where the 
doctor knows that one of his patients is continuing to 
drive and has not declared that condition, despite 
being advised to do so, then the doctor in those rare 
circumstances will tell the DVLA. 


149. The BDA argues that there has been 
insufficient consultation over which drivers should be 
allowed to renew their Cl licences for small lorries 
and that the criteria to define professional drivers 
were based on an “arbitrary”—their word—number 
of hours driven which came to them “completely out 
of the blue”. How much consultation was there? 

(Lord Whitty of Camberwell) 1 did say in my 
remarks earlier that at one stage they had a point 
here. In the early stages the BDA were consulted, as 
were others, in terms of how the Directive should be 
implemented and what areas there should be where 
we should seek to interpret very exceptional 
circumstances. They were consulted, if you like, on 
the medical dimension of it and what their members 
and those whose interests they represent were 
concerned about. That was the reason why Helene 
Hayman and others took the view that where this was 
impacting on employment perhaps we should regard 
that as very exceptional circumstances and we took it 
from there. Where I think there was not such a good 
consultation, certainly not with the BDA, was on 
defining what “employed” meant. We took the 
decision to say: “sufficient recent experience of 
working driving such vehicles” and we then needed a 
definition of what both “recent” and “sufficient” 
meant. We did take that decision administratively 
and did not consult with them. I have to say that was 
a mistake and we should have done so. Nevertheless, 
I do not think that the outcome of that would have 
been very different. We say 12 months, four hours, 
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three days a week seems a reasonable definition both 
of “recent” and of “sufficient” to ensure that they 
have been subject, if you like, to a sufficient degree of 
stress from driving for us to be able to make the 
reasonable assessment that they are medically fit to 
drive. Nevertheless, any threshold is bound to bea bit 
arbitrary and it would have been better had we 
consulted them at that point. 


150. How was the definition of a professional 
driver, for these purposes, arrived at? 

(Lord Whitty of Camberwell) In terms of 
“professional” it is whether you are employed to 
drive, whether somebody pays you to drive. In terms 
of how long you have to be employed, as I have said 
we took a threshold which was an administrative 
decision for fulfilling the criteria which had been 
agreed as a concession from Europe, if you like, 
which was “sufficient” and “recent” experience. We 
were not saying everybody in those circumstances, 
we were protecting the conditions of those who 
already had a licence and were or had recently been 
in employment in that job. 


151. Have you received any representations on this 
area and, if so, are you going to make any changes? 

(Lord Whitty of Camberwell) We received very 
substantial immediate representations in this area. In 
fact, I came into this job roughly at the time the 
decision was made and the implications of that 
decision were very quickly reflected in my postbag 
and also the representations from the BDA and so 
forth. At that time there was a lot of concern from a 
lot of people. We had no idea of what total numbers 
might be involved here. In fact, the numbers involved 
seem to have been much less than perhaps we feared 
at the time. As far as representations are concerned 
the immediate effect has definitely died down. I am 
sure MPs probably find this in their own postbags, 
that that issue, which was a big issue in 
August/September/October 1998, no longer features 
very much. It was a serious issue but we felt that we 
had to have a cut-off period and, as I have said, the 
slightly arbitrary cut-off period we adopted seemed 
reasonable albeit it would have been better to be 
more open in reaching that decision. 


152. Can you explain about an apparent 
inconsistency in the regulations. You allow insulin- 
treated diabetics to drive small lorries, C1 vehicles, 
but only if they need to do so for work. They are also 
allowed to drive minibuses, D1 vehicles, but only on 
a voluntary, unpaid basis. Does that come directly 
from the European Directive or is it something that 
was brought about by the DETR? 

(Lord Whitty of Camberwell) Well, as far as the 
distinction between paid and voluntary minibus 
driving is concerned, the situation is a bit more 
complicated than that. The reason it arose has very 
little to do with diabetes or any other medical 
condition. When we were discussing the Directive 
back in the late 1980s, I suppose, and I say “we”, but 
none of us here was involved, we sought a derogation 
for the voluntary sector entirely from some of the 
implications of the Directive, not medically affected, 
but everybody, and that derogation remains for the 
voluntary sector. Therefore, you do have what is an 
apparent anomaly where those who are employed are 
subject to more stringent conditions than those who 
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are in the voluntary sector, but it does not arise from 
a situation which was a medical decision at all. It was 
an attempt by the previous administration to exempt 
the voluntary sector and responding to pressure from 
the voluntary sector. 


Dr Williams 


153. In terms of the European Directive, it is up to 
Member States to interpret and legislate, but last 
week the British Diabetic Association told us that the 
interpretation in Britain seems to be harsher and 
more strictly interpreted than in other Member 
States. Do you concede that that is the case? 

(Lord Whitty of Camberwell) I concede that there 
are different interpretations in different Member 
States, yes. 


154. And that ours is on the hard line? 

(Lord Whitty of Camberwell) No, it is not on the 
extreme hard line. There are some where effectively, 
to take the minibus area or I think in general 
actually— 

(Mr Jones) I think the minibus was something 
peculiar to the UK. We had actually to ask the 
European Commission, as I understand it, 
permission for that particular concession. It is a very 
narrow concession. We had difficulty in explaining 
what the voluntary sector was and why it was so 
important to the UK. We have 250,000 of those 
volunteer drivers, driving 60,000 minibuses around 
and if all at once they all had to take new driving 
tests, that would absolutely devastate the cubs, the 
scouts, the brownies and everything you could think 
of, and it was a pragmatic decision. It had nothing to 
do with diabetes at all. I do not think any other 
European country had that. 


155. Can I ask in terms of numbers then? You 
mentioned earlier that initially you thought that 
there were large numbers that would be disqualified 
in this way, but you were relieved to find that it was 
slightly lower than first expected. How many people 
are disqualified from driving heavy lorries and buses? 

(Lord Whitty of Camberwell) Well, because the 
renewals come up every three years, because 
previously they were driving these things on car 
licences before we had the reclassification, so they 
come up every three years, so we are not at the end of 
the story yet. 


156. But is it tens of thousands? 

(Lord Whitty of Camberwell) Well, in relation to 
people who are actually stopped from driving as 
distinct from those who can drive under the three- 
year renewal of the licence, since September last year 
when this system came in, we have had 1,200 
applications at the point of renewal of the licence, so 
one would assume that that is roughly the annual 
rate, and there is no particular reason to think not. 
Of those applications, the majority have been refused 
either because of inadequate employment experience 
or on medical grounds, and about 250 have gone 
through, so between 900 and 1,000 have been 
refused. Is that right? 

(Dr Durston) Yes, that is right. 


157. And are there any European comparisons; 
say, France, Italy and Germany; are there 
comparable figures? 
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(Lord Whitty of Camberwell) There would not be 
comparable figures because previously the definition 
in most other countries would always have been the 
same as the European definition and, therefore, there 
was not the change required in other European 
countries as was required in Britain, or most other 
European countries. 


158. I would like to move on to the Advisory Panel. 
Our impression is that there is very little openness 
around the Advisory Panel. Should it not publish 
minutes and agendas and be more transparent in its 
dealings, say, with the members of the British 
Diabetic Association so that it can have a better idea 
of what is there? 


(Lord Whitty of Camberwell) I think there are 
issues about the operation of the Panel which we 
think could be improved, a subject which has been 
referred by the BDA to us and with most of which we 
at least in part agree. We do agree that they should 
have more formal terms of reference, we do agree 
that they should meet more regularly and we do agree 
that their own decisions should be clearer and so on. 
Whether there should be full publication of all 
minutes, given that they are being asked for advice on 
individual cases, is another matter and there is a 
privacy issue involved here. 


159. Well, what about expanding its membership 
to include lay members or an expert in road safety or 
road accident statistics? 


(Lord Whitty of Camberwell) We have felt that we 
seek advice from the Panel on medical and scientific 
matters, that it is not a forum and it is not an 
arbitration panel, but it is an expert panel and we 
have felt, therefore, that we should have clinical 
experts on it. At the moment that is the case and 
whilst we keep these things under review, I think in 
principle we consider that that should remain the 
case and it would change the nature of the Panel were 
we to have a sort of representative structure for the 
Panel. 


160. But if the Panel itself welcomes the addition of 
an expert on road accident statistics, then you would 
take that into account? 


(Dr Durston) At a recent meeting we had of all the 
Panel chairmen this was actually discussed because 
one of the panels does have a statistician to advise 
them and most Panel chairmen were very receptive to 
the idea and are considering it. 


161. What about the term in office of appointed 
members? Should that not be fixed at three years, 
four years or five years and then Panel members 
perhaps be reappointed for a second term; and 
should there not be a maximum number of terms for 
any member? 

(Lord Whitty of Camberwell) We broadly agree 
with that. That has not been the case entirely in the 
past, but we agree that there should be a five-year 
appointment and renewable only once, and we will 
begin to implement that, but that has not been the 
case in the past. 
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Mrs Curtis-Thomas 


162. I was very interested to hear, and I would like 
to know more, about the relationship that you have 
with the Honorary Advisory Panel. How often do 
you meet and who meets with the Panel specifically? 
Who instigates those meetings and who sets the 
agendas for the Honorary Advisory Panel? 

(Dr Durston) The DVLA provides the secretarial 
services for all the panels of which there are six and 
the panels meet routinely every six months. 


163. Do they meet with you? 

(Dr Durston) They meet with us and they meet with 
representatives from policy and there is normally an 
observer from Northern Ireland as well, but that is 
the general meeting. As to the agendas, normally the 
secretary will ask the Panel members if there are any 
items for the agenda and carry forward anything 
from the previous meetings to go on those agendas, 
so the Panel members are actually asked to 
contribute to those agendas. 


164. When you have those meetings, are the 
agendas available to the public and are they 
published? 

(Dr Durston) No. 


165. They are not? 
(Dr Durston) No. 


166. So in the make-up of the agendas, where are 
the issues arising from? 

(Dr Durston) They will obviously come from the 
Panel members themselves if there are issues that 
they want to discuss which they have come across in 
clinical practice, items which have been put to them 
by colleagues. The medical advisers and myself will 
also put items on the agenda which are either of 
interest to us through conferences or contacts with 
professional colleagues, and also consultants will 
write in and raise issues and ask for these to be 
considered, so they come from a variety of sources. 


167. One other question concerning future 
developments. There may be developments in 
treatments which you may think reduces the risk of 
hypoglycaemia unawareness and increases the fitness 
to drive of insulin-dependent diabetics. Are you 
aware of any research programmes currently which 
might deliver that particular objective? Do you think 
that the present regulatory regime is sufficiently 
adaptable to respond to new treatments and 
medicines in a timely way? That said, how would you 
prosecute agreement with our European colleagues? 

(Dr Durston) I think as far as research programmes 
that are going on, we know of one or two proposals 
that are looking at the incidence of hypoglycaemia 
with various types of treatment. As far as using that 
to influence how we process licences, that is 
obviously brought to the attention of the Panel or the 
Panel brings it to our attention to actually influence 
guidelines. We do react to changing treatments. An 
example of that is in another section. We have 
recently revised the guidelines on people who have 
pacemakers to actually allow them to have until 70 
licences. We do take account of changes in treatment 
and changes in professional care. 
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168. Will your research programme called Fitness 
to Drive include any items to plug this deficiency and 
give quantitative evidence? 

(Lord Whitty of Camberwell) The research 
programme is entirely geared towards that. It is 
trying to get better statistics and better patterns of 
causation between the condition and road safety 
problems. The answer to that is yes. 


169. I wonder if it would be possible, Minister, for 
us to see the headings of what you are asking for in 
that sort of research? 

(Lord Whitty of Camberwell) I will certainly send 
you more details. I have now found a piece of paper. 
There are three objectives: to assess the frequency 
and circumstances of accidents in insulin-treated 
diabetics; to determine the probability of disabling 
hypoglycaemia caused by insulin in different groups 
of diabetics; and to determine the antecedence to 
disabling hypoglycaemia in diabetics who are 
drivers. They are all causal or statistical things we are 
looking for. The intention is to get that information 
in this two year project and be able to process it. As 
Dr Durston said, it will probably take three or four 
years before we can fully feed in the results of that to 
make a reassessment. 


Mrs Curtis-Thomas 


170. One question. You have not involved the 
Health Department in answering those particular 
questions? 

(Lord Whitty of Camberwell) Health Department 
information will feed in to some of those. 
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171. This is a £40,000 project going out on contract 
to universities. Where does the Health Department 
come in to helping you address that? 

(Lord Whitty of Camberwell) I think that is not the 
right question. The Health Department information 
is already available to the Panel. As Mr Jones said, 
the Panel are keeping up with the clinical 
development themselves. It will be made available to 
the researchers. It is not a question of us not talking 
to the Department of Health. The Department of 
Health are represented, in a sense, by the Panel in our 
whole process. They are by and large employees of 
the Department of Health. 


172. I shall ask some parliamentary questions, 
Lord Whitty! 

(Mr Jones) There is one point that I could just clear 
up. As a matter of routine our total research 
programme is published once a year just to make sure 
that there is not another Government department 
that has already done it. If that was what was lying 
behind your question, there is a device for doing that. 
We think that it is extremely unlikely in this area but 
the long stop is there. 

Mr Beard: Thank you very much. I think on that 
point time is running out and we must stop our 
questions there. If there are any issues that occur to 
you afterwards that are relevant to the inquiry that 
we are carrying out, we would be most grateful if you 
would let us know in a letter following this session. 
May I thank you for the frankness with which you 
have answered our questions and your openness. We 
look forward to seeing, on a subsequent occasion 
perhaps, some of the fruits from the research that you 
are initiating. Thank you very much. 
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Memorandum submitted by the Association of British Insurers and 
Lloyd’s Motor Underwriters’ Association 


1. INTRODUCTION 


1.1 The Association of British Insurers (ABI) represents over 400 insurance companies, which between 
them account for over 96 per cent of the business of UK insurance companies. The Association represents 
insurance companies to the Government and to regulatory and other agencies, and it provides a wide range 
of services to its members. 


1.2 The Association has a special relationship with the Lloyd’s Motor Underwriters’ Association (LMUA) 
which represents the motor underwriting syndicates at Lloyd’s and performs similar functions to those of 
ABI. Together they form a body known as “Motor Conference” which is the standing joint committee of the 
two Associations. 


1.3 This memorandum is submitted on behalf of both ABI and LMUA. 


1.4 The Science and Technology Committee has requested specific information on the attitude of insurers 
when dealing with applications for motor insurance from drivers with insulin-treated diabetes. The comments 
which follow are based on enquiries made of a representative selection of members of ABI and LMUA. 


2. COMMENTS ON SPECIFIC QUESTIONS POSED BY THE COMMITTEE 


2.1 Do members of the ABI distinguish between drivers with insulin-treated diabetes and others in terms 
of offering motoring insurance? Does the ABI issue advice or guidance to members on this matter? If so, what 
is it and how was it arrived at? 


2.2 The implementation of the Disability Discrimination Act 1995 has caused insurers to re-examine their 
approach to insulin-treated diabetics. The response to this question is in two parts. 


2.3 Prior to implementation of the Act, it is fair to say that many insurers distinguished between drivers 
with insulin-treated diabetes and others. This was largely because of the increased likelihood in the case of 
the former of liability to hypoglycaemia, and the consequential adverse effect on safe driving ability. In many 
cases, the insurer’s response would depend on the findings of a report obtained from the driver’s own GP. In 
the absence of detailed statistics, insurers would have dealt with the potentially increased risk by raising the 
premium. Once the policyholder had demonstrated that their condition was well controlled, the risk would 
quite often revert to normal terms. 


2.4 Since the implementation of the Disability Discrimination Act 1995, insurers have been required to 
justify any different treatment on the basis of actuarial data, medical research information or medical reports 
about an individual. In practice, however, most insurers now adopt the approach that, provided the diabetic 
condition has been notified to DVLA, and DVLA are satisfied that the individual is fit to hold a licence, then 
the application will be treated no differently from an applicant without such a condition. While some insurers 
may decide to record detailed data to enable them to underwrite the risk on the basis of information they 
collect in the future, it is likely to be some while before any meaningful statistics are available. 


2.5 ABI has not issued any guidance to members, but has drawn their attention to the advice given in 
“Medical Aspects of Fitness to Drive”, the guide for medical practitioners published by the Medical 
Commission on Accident Prevention. The guide includes a section devoted to diabetes and its impact on 
safe driving. 


2.6 To what extent are drivers’ medical conditions a factor in road traffic accidents? To what extent is 
insulin-treated diabetes a factor in road traffic accidents? 


2.7 There are no specific insurance statistics available on which to base any authoritative response to either 
of these questions. In the overall scheme of things, the assumption is that the incidence is relatively low—but 
should not in any way be discounted, given the potentially serious consequences that can flow from accidents 
that can be attributed to a driver’s medical condition. There is general concern, however, that many drivers 
do not inform DVLA (let alone insurers) of notifiable medical conditions, when plainly they are a hazard to 
themselves and to other road users. 


2.8 How strong is the evidence on which the current policy for insulin-treated diabetics is based? What 
data are available? 
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We are unable to offer any authoritative view here—there are no insurance data available beyond the fact 
that, from time to time, insurers do come across claims in which an insulin—dependent driver may have 
suffered a hypoglycaemic attack. 


2.9 Do statistics support a ban on insulin-treated diabetics driving heavy vehicles? 
2.10 As indicated above, we are unable to provide statistics on which to comment authoritatively. 


2.11 How satisfactory are Government arrangements for scientific and non-scientific, consultation on 
medical issues of driver safety? 


2.12 ABI appears to have been consulted whenever changes in the “rules” regarding driver safety have 
arisen, and therefore the arrangements would appear to be satisfactory. However, this is believed to be the 
first time that ABI has been consulted by the Science and Technology Committee. 


3. CONCLUSION 


3.1 It is hoped that the above comments will be of assistance to the enquiry. 
I October 1999 


APPENDIX 2 
Memorandum submitted by Mr Stephen Bretel 


1. INTRODUCTION 


(1.a) For the past six years, I have had diabetes, the last five of which I have been taking insulin. My 
condition is very well controlled and has never been a problem, but as a result of recent changes in the law, 
I am now severely limited in the vehicles that I can legally drive. Despite having an exemplary driving record 
for the past 15 years, I have had sessional work with at least two employers terminated and cannot apply for 
other jobs in my profession as an outdoor education instructor because a complete driving licence is required 
by these employers in order to fulfil their contracts. 


(1.b) Due to the current legislation regarding the types of vehicles that people with diabetes may or may 
not drive, I have found it increasingly difficult to find employment, as jobs in my field rely heavily on the 
ability to drive a minibus. As a direct result, I have now had to register as unemployed. I would therefore like 
to make you aware of my own situation and how this legislation affects not only myself but also other people. 


2. My HEALTH AND PROFESSION 


(2.a) As my diabetes is well controlled, there has never been a problem in regard to my private life or in 
my employment as an outdoor education instructor. Much of this work is spent teaching outdoor pursuits 
such as rock climbing, canoeing and skiing, for which understandably, a higher than average fitness level is 
required. As a result of several years training, I am qualified through many national governing bodies and 
each one oversees an individual’s competence in every discipline. They are happy for me to continue with my 
work as long as I supply them with conformation of my health status from medical specialists. 


(2.b) Working nationally and in the local community, this benefits clients as diverse as management groups 
who require teambuilding courses in industry, to schools groups and young offenders who might otherwise 
not be able to experience the benefits of the outdoors. In corresponding with my specialists, they have urged 
me to continue in my profession as an outdoor instructor as this not only provides a valuable service to the 
community, but the work is also extremely good for the control of my diabetes. 


3. My CurRENT SITUATION 


(3.a) Diabetics have always had to have annual health checks by a specialist diabetes care team and the 
Driver and Vehicle Licencing Centre in Swansea kept regularly informed of the results. When my licence came 
up for its standard three-year renewal, after submitting medical evidence of my fitness and competency to 
drive as usual, I was surprised to be informed that, as the result of a change in government policy, my D1 
entitlement had been revoked and therefore I was no longer entitled to drive passenger-carrying vehicles. My 
Cl entitlement had been similarly affected, although at present I can still legally continue to drive my own 
private car. 


(3.b) In order to work for local clients, my driving abilities have been assessed by my local council and I 
have a qualification from Tayside Public Transport that entitles me to drive council vehicles, but I can no 
longer use this as a result of this legislation. From information I’ve recently received from the DVLA, it 
appears to show that under certain circumstances someone with diabetes working unpaid for a voluntary 
organisation can still legally drive a minibus. Even though I have more experience than someone who drives 
only occasionally, I am unable to do so. 
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4. RECENT DEVELOPMENTS 


(4.a) Because of information provided by individuals, and organisations such as the British Diabetic 
Association, previous Cl licence holders have now had their entitlement reinstated, providing they have been 
driving professionally, and can once again drive goods vehicles subject to an individual assessment. There is 
however, no change for the D1 category, therefore someone with diabetes cannot carry passengers in a vehicle 
that has less than eight seats. 


(4.b) In correspondence received from Lord Whitty, I have been told that this ruling is not intended to be 
discriminatory, yet this does not appear to be the case. While writing this memorandum, I have come into 
contact with several other people in similar professions who have also been affected by this new ruling. 


5. SUMMING UP 


(5.a) This ruling does not come about from any changes to a person’s health, but is the result of complying 
with the new European directive. There is no doubt that it is necessary to have stringent health checks and 
to possibly limit those drivers who have poor glucose control. However, this blanket ban has also affected 
everyone, who like myself has an excellent health and driving record. This has severely limited my chances 
of employment with more than one employer, and while they are sympathetic, as a result of this legislation 
they are now unable to employ me any further. I have now had to register myself as unemployed. 


(5.b) Iam more aware of the condition of my health than many other people without diabetes who never 
consider their ability to drive, some of whom undoubtedly pose a greater threat to other road users. 
Regardless of whichever vehicle a person drives, they should either be assessed to be a risk on the road or they 
should be deemed to be as safe as anyone else. Before making a judgment that affects a person’s life in such 
a major way, an assessment of each individual must therefore be carried out. I urge the committee to 
reconsider their blanket ban. 


5 October 1999 


APPENDIX 3 
Memorandum submitted by the Federation of Small Businesses (FSB) 


1. INTRODUCTION: 


1.1 The Federation of Small Businesses (FSB) was founded in 1974 and is the major organisation in the 
UK and Europe representing the interests of the self-employed and those who direct small businesses in the 
UK. It is non-profit making and non party-political. A membership in excess of 145,000 benefits from the 
nation-wide lobbying force committed to furthering the interests of the self-employed and owners and 
directors of small businesses. 


2. BACKGROUND 


2.1 The FSB urged the Government to reconsider its decision not to issue new, or renew, driving licences 
to insulin diabetic drivers in its response to “Amending the Motor Vehicles (Driving Licences) Regulations 
1996 Renewal of Category C1 (3.5—7.5 tonnes) Licence by Insulin Treated Diabetic Drivers”. 


2.2 Asa result of pressure from the FSB and other organisations, a small amendment to the legislation 
introduced in late 1998 allowed some people to continue to drive vehicles in the Cl category, provided their 
job depended on it. 


2.3 The Driver and Vehicle Licensing Agency (DVLA) has subsequently interpreted the new rules to mean 
that only those who drive for a minimum of four hours a day, three days a week will qualify for entitlement 
to drive. 


2.4 We note that when those drivers treated with insulin are applying or reapplying for a licence, the DVLA 
is asking them to list all instances of hypoglycaemia instead of only those requiring third party assistance on 
the application or renewal forms. 


3. COMMENTS 


3.1 The DVLA has confirmed that there is no evidence to suggest that, of those road accidents recorded, 
anywere as a direct result of the drivers being insulin dependent. 


3.2 Aslongas the principle of responsibility inherent in the Motor Vehicles (Drivers Licences) Regulations 
1996 is maintained, the FSB does not feel that being insulin dependent should present undue restriction on 
the drivers concerned, to perform their jobs adequately. 
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3.3 The FSB appreciates the fact that the majority of insulin dependent diabetic drivers are responsible, 
because the condition is life threatening. They do take their health care seriously and subject themselves to 
regular hospital or doctor’s checks at diabetic clinics. 


3.4 The FSB considers the DVLA’s barring of new insulin dependent diabetic drivers from obtaining Cl 
and D1 licences as unjust. 


3.5 The DVLA should not debar diabetic drivers from obtaining C1 and D1 licences, providing that a 
driver undergoes satisfactory annual assessments by a diabetes specialist, and can meet the following criteria: 


—  agood history of diabetic control with non or minimal risk of hypoglycaemia during working hours 
— compliance with the clinical management of the condition 

— evidence of regular monitoring especially before and during working hours 

— no hypoglycaemia episodes without warning, needing third party assistance or while at the wheel 


— aresponsible attitude towards the control of their diabetes and the possible risks to themselves 
and others 


— _ has no other disqualifying health conditions other than diabetes 


3.6 The FSB recognises that a considerable number of small business people will have their livelihoods put 
in jeopardy when diagnosed as insulin dependent diabetics: This is especially distressing for owner-drivers or 
small fleet operators, to say nothing of those businesses which operate goods vehicles to distribute their own 
products. 


3.7 In many instances, the proprietor and their employees have a multi-function role within a small 
business. The diagnosis of just one person in that company, as a diabetic, can create havoc with its smooth 
operation. The ability to obtain or retain driving licences, albeit under strict controls is, without doubt, of 
great importance to many small businesses. 


4. NON-COMPLIANCE BY OTHER MEMBER STATES 


4.1 The FSB is concerned at the high level of non-compliance with the Second EC Driving Licence 
Directive in other European countries. 


4.2 A number of Member States are blatantly ignoring this Directive, even where it applies to full CE 
Licences. There is evidence to suggest many insulin dependent diabetic drivers are obtaining new licences or 
are still driving on European and British roads. 


4.3 In Sweden, for example, existing licence holders who use their licences as part of their employment are 
protected under the Directive’s “exceptional circumstances” clause. Insulin-treated drivers from Sweden, 
Holland, and other Member States, may bring their Class Cl and D1 vehicles across the Channel to drive in 
the United Kingdom, whilst British citizens with the same condition are banned from the roads. 


5. CONCLUSIONS 


5.1 The FSB considers that implementation of a blanket restriction on all diabetic insulin-treated drivers 
will not significantly improve road safety and is not supported by the available scientific evidence. 


5.2 Given the very low rates of relative risk in the diabetic driving population, in comparison to the rates 
for drivers under the age of 25 or the number of accidents among men when compared with women drivers, 
there is little or no justification for the restriction of the rights of insulin-treated diabetic drivers. Other factors 
have proven to be more directly related to the causes of road traffic accidents than diabetes. 


5.3 We contend that there should be a moratorium on any extension of the restrictions until more robust 
and definitive evidence is available. 


5.4 The FSB would suggest that, until more conclusive evidence is available, the current restrictions be 
relaxed and each case evaluated on its merits. 


5.5 Maximising road safety is in everyone’s interest but cannot be justifiably achieved by restricting the 
driving privileges of those drivers who have consistently been exonerated from claims that they pose a 
significantly greater risk than the general driving population. 


October 1999 


APPENDIX 4 


Memorandum by The Royal Society of Edinburgh 


1. The Royal Society of Edinburgh is pleased to respond to the Select Committee’s request for comments 
on Diabetes and Driving Licences in connection with its Inquiry into the Scientific Advisory System. The RSE 
is Scotland’s premier learned society, comprising Fellows elected on the basis of their distinction, from the 
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full range of academic disciplines, and from industry, commerce and the professions. Our expert knowledge 
in this instance, however, is limited and based on the advice received from only a few Fellows. 


2. Diabetes is statistically insignificant as a cause of vehicular accidents and there is a great deal of 
difference, which is often unrecognised, between an accident involving a person with a given pathological 
condition and one which is due to that condition. However, this is of little concern to those who become 
involved in the one chance in a million circumstances. Blame is inevitable irrespective of its rarity and there 
is little purpose in the argument that the overall importance of diabetes fades into insignificance as compared 
with that, say, of alcoholism. The current regulations may seem to use a hammer to crack a nut. Nonetheless, 
it cannot be denied that the danger is there, albeit small, and that it cannot be ignored. The only question 
surrounds the nature and extent of the regulations. 


3. With regard to the extent to which current policy is supported by evidence, there could be a dispute with 
the blanket ban of vehicles in category C1 on the basis of their size alone. The end result of an accident 
involving a class Cl vehicle can be much less serious than that of one involving a high speed domestic car 
for which there is no blanket restriction. The vast majority of diabetics are aware when they are going into 
a hypoglycaemic attack; for example, note the high proportion of diabetes-associated accidents which result 
in minimal injury. Therefore, a distinction based on the weight of a vehicle alone seems to be illogical. The 
same does not apply to seating capacity. Far more lives are at stake in a mini-bus. Many of the passengers 
will be unaware of the driver’s condition and many would have elected not to drive with him/her had they 
known of it. The risk of danger may still be small but the consequences of that small risk will be much greater. 
The ban on diabetic drivers for category D1 vehicles could therefore be justified—certainly in a professional 
capacity. The logic, however, of allowing voluntary mini-bus driving does seem doubtful; the danger to a 
group of boy-scouts is the same as that to a load of fare-paying passengers. 


4. In addition, all diabetic holders of a driving licence are issued with a medical questionnaire, which is 
specific about the nature of the onset of hypoglycemia, when making application every three years for the 
renewal of that licence. If this medical questionnaire is regarded as adequate to distinguish between those 
insulin-dependent diabetics who do suffer from unsignalled onset of hypoglycaemia and those who do not, 
for the purposes of issuing a licence to drive a domestic car, it seems illogical to suggest that similar tests would 
not be capable of making the same distinction between applicants for licences for other vehicles. 


ADDITIONAL INFORMATION 


5. In responding to this inquiry the Society would like to draw attention to the following Royal Society of 
Edinburgh publication which is of relevance to this subject: The Scientific Advisory System (June 1998). 
Copies of this response and the above publication are available from the Research Officer, Dr Marc Rands 
(email: mrands@rse.org.uk). 


15 October 1998 


APPENDIX 5 


Memorandum submitted by the Trades Union Congress 


The TUC believes the existing rules on diabetes and driving licences may be unnecessarily discriminatory 
and therefore welcomes the current inquiry. 


After consultation with our affiliates it is clear that there is some anecdotal evidence that some diabetics 
have indeed lost, or been refused, employment as drivers because of the current arrangements. 


In terms of evidence, the DVLA will, of course, have a record of the number of diabetics who have been 
refused a licence to drive heavy vehicles. This group are most likely to be heavy vehicle drivers who have 
recently developed diabetes. 


However, there will also be a larger group of diabetics who hold an ordinary driving licence and are safe 
drivers, but who are excluded from employment as heavy vehicle drivers by the current arrangements. We 
have no way of knowing exactly how many diabetics have been refused employment because they do not have 
the relevant licence, or have not applied for jobs in the first place because they believe that they will not be 
granted such a relevant licence. 


The TUC does not believe that a diabetic driver whose condition is controlled by the correct medicine 
necessarily represents more of a safety risk if employed as a professional driver of a heavy vehicle than they 
do as the driver of a car, van, or light lorry. 


Indeed, employers have a legal duty to carry out a risk assessment that takes into account the current 
physical needs of the staff. If this duty is properly discharged, then it should provide an effective safeguard 
against unsafe drivers being allowed to work behind the wheel. 


October 1999 
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APPENDIX 6 
Supplementary Memorandum submitted by the Trades Union Congress 


Letter to the Committee Specialist from Mr Paul Sellers, Policy Officer, Trades Union Congress 


John Monks wrote to you on 27 October to set out the TUC view on this issue. After further consultation 
with our affiliates, and with the British Diabetic Association (BDA), he has asked me to make two 
supplementary points for consideration by the inquiry. The aim of these proposals is to support individual 
assessment for drivers with diabetes in order to ensure that unnecessary discrimination is eliminated. 


Most crucially, the TUC believes that the BDA have produced a good model of individual assessment for 
category Cl and D1 drivers treated with insulin. This could form the basis of an individual assessment regime. 
A copy of the BDA paper is attached!. 


Turning to a flaw in the existing arrangements, the TUC believes that the Second EU Driving Licence 
Directive is not being fairly applied. Although the regulations allow C1 drivers who were in post before 1 
January 1997 to claim exemption from the general ban imposed by the directive, the TUC feels that the 
definition of a professional driver used by the DETR when assessing these cases is somewhat arbitrary and 
is disqualifying most professional drivers from applying for exemption. 


You will recall that the DETR requires a driver to show minimum driving experience of one year in two, 
four hours per day, three days out of seven. This definition of a professional driver is not found elsewhere. 
The TUC is concerned that such a definition may discriminate against part-time and other atypical workers. 


16 November 1999 


APPENDIX 7 


Supplementary Memorandum submitted by the Department for the Environment, Transport and the Regions 
following a request for additional information 


DETR PROPOSALS FOR REVIEW AND RESEARCH PROJECTS ON MEDICAL ASPECTS OF 
FITNESS TO DRIVE 


INTRODUCTION 


There are two separate objectives behind this proposed programme of research: 


I. In the short to medium term the Department needs to enhance its understanding of driving safety risks 
associated with medical conditions in order to make safe, consistent and fair decisions on licensing 
within the existing European law. 


II. In the longer term, the Department wishes to keep abreast of advances in medicine in order to 
contribute to discussions which may lead to changes in the European law. 


A programme of work has been proposed and endorsement is awaited. A formal budget has yet to be 
agreed. The programme comprises a series of systematic reviews as well as some defined research projects 
related to areas of immediate concern. It is expected to run for © four years. It is proposed that an external 
contractor be engaged to manage the programme and expressions of interest for this contract have recently 
been sought though advertisements in the scientific press. 


The proposed elements of the programme are: 


A. REVIEWS OF INCREMENTAL RISKS OF DRIVING WITH MEDICAL CONDITIONS 


Much of the older work on medical conditions and driving risk was reviewed in “Medical Aspects of Fitness 
to Drive” MCAP 1995. This publication was addressed to a general medical audience and did not adopt the 
evidence-based, systematic review approach which is now expected to form the foundation for risk 
assessment. There is some new, published information specific to the risks of driving and a much larger 
amount about prognosis in general which is to an extent applicable to driving risks which needs to be assessed. 


The Department has a series of expert medical advisory panels and reviews will be based on their topic 
areas so that they can give advice based on the results. The main concern of several of the panels (neurology— 
in relation to stroke and epilepsy; diabetes—hypoglycaemia: caridac—heart attack and arrhythmia) is sudden 
loss of control from disturbed consciousness. The visual panel has sensory impairment as its dominant 
concern while the drugs/alcohol and psychiatry as well as the neurology panels are concerned with cognitive 
and behavioural impairment. 


An underpinning rationale for assessing the driving safety consequences from each class of risk ( sudden 
loss of control, sensory impairment, cognitive impairment) would strengthen the individual reviews. 


' Not printed. 
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Project 1 


Analysis of the rationale for driving safety risk assessment for medical conditions. 


Project 2 


Review of cardiovascular risks. 


Project 3 


Review of risks from epilepsy and cerebrovascular disease. 


Project 4 


Review of risks of diabetes. 


Project 5 


Review of risks from cognitive impairment associated with medical conditions. 


B. RESEARCH PROJECTS TO FILL SIGNIFICANT GAPS IN MEDICAL KNOWLEDGE 


These proposals are derived in the main from practical concerns of the advisory panels and DVLA medical 
staff. The detail of some of these projects and their priority may be adjusted as results from systematic 
reviews emerge. 


Project 6 


Validation of methods for assessing visual fields. 


Project 7 


Epidemiology of Hypoglycaemia in insulin treated diabetes. 


Project 8 


Road traffic accidents and psychiatric conditions. 


C. Proyects TO AupDIT MEDICAL ASPECTS OF CURRENT ARRANGEMENTS 


These projects will evaluate how better use can be made of available information and professional resources 
to improve the management of medical aspects of fitness to drive. 


Project 9 


Attitudes of health professionals in advising on medical aspects of road safety. 


Project 10 


Analysis of DVLA medical group data by diagnosis. 
21 October 1999 
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APPENDIX 8 


Further supplementary Memorandum submitted by the Department for the Environment, Transport and the 
Regions 


Letter to the Committee Specialist from Mr Richard Jones, Divisional Manager, Licensing and Enforcement 
Policy Division 


At the Committee hearing last Wednesday our Minister, Lord Whitty, undertook to provide you with a 
copy of the Department’s research proposals related to driver behaviour and medical condition. This is 
attached?. 


Separately, Dr Brian Frier, who was examined as a member of the Advisory Panel on Driving and Diabetes 
undertook to send you copies of recent scientific papers on, and a couple of chapters from his book about, 
Hypoglycaemia. These are also attached?. 


Do let me know if there is anything further we can help with. 
8 November 1999 


MANAGEMENT OF RESEARCH ON MEDICAL ASPECTS OF DRIVER FITNESS 


DURATION AND COSTS 


Four years from November 1999. Annual cost £12,500 (initial estimate). 


RATIONALE 


To provide a research management framework for undertaking review and investigative projects on 
medical aspects of driver fitness in the absence of DETR staff for this function. 


OBJECTIVES 


To secure efficient and effective delivery of specific projects on medical aspects of driver safety. 


The objectives of the projects managed are to secure improved information on the effects of medical 
conditions on driving safety in order to: 


— improve standard setting by DETR and the Secretary of State’s Honorary Medical Advisory 
Panels; 


— improve the operational decision taking in DVLA Medical Branch; and 


— enable better information to be provided to guide the medical profession when they are giving advice 
to patients. 


The benefits will be to: 


— improve standards of road safety by using evidence based medical standards for licensing decisions, 
while ensuring that citizens are not unreasonably denied such licences on medical grounds; 


— simplify work in DVLA and codify the advice given by doctors to patients; and 


— provide better evidence in appeals against licensing decisions and possibly reduce the number of 
appeals. 


2 See below. 
3 Not printed. 
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METHODS 


Appointment of a contracted research manager to commission and supervise projects. 


BENEFITS/V ALUE FOR MONEY 


Ability to undertake research without use of DETR in-house staff. 


PRIORITY AND TIMETABLE 


Essential pre-condition for research project commissioning. Proposed start in November 1999. 


REVIEWS OF INCREMENTAL DRIVING SAFETY RISKS WITH MEDICAL CONDITIONS 


DURATION AND COST 


One year. £50,000 for review programme (initial estimate). 


RATIONALE 


Current standards and advice on medical aspects of fitness to drive have been developed in an adhoc way. 
A series of systematic reviews of the literature are needed in order to establish the soundness of the knowledge 
base, identify gaps and investigate the scope for making future decisions in a risk based way. 


OBJECTIVES 
The reviews will systematically review available information on the effects of common medical conditions 
on driving safety in order to: 


— improve standard setting by DETR and the Secretary of State’s Honorary Medical Advisory 
Panels; 


— improve the operational decision taking in DVLA Medical Branch; and 


— enable better information to be provided to guide the medical profession when they are giving advice 
to patients. 


METHODS 
The following reviews will be commissioned, using recognised techniques of systematic and bias free data 
searching, appraisal and summarisation: 
1. Risk based framework for driving safety risk assessment for medical conditions. 
. Cardiovascular risks. 
. Risks from epilepsy and cerebrovascular disease. 
. Risks from diabetes. 
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. Risks from cognitive impairment associated with medical conditions. 


BENEFITS/VALUE FOR MONEY 


The reviews will: 


— improve standards of road safety by using evidence based medical standards for licensing decisions, 
while ensuring that citizens are not unreasonably denied such licences on medical grounds; 


— simplify work in DVLA and codify the advice given by doctors to patients; and 


— provide better evidence in appeals against licensing decisions and possibly reduce the number of 
appeals. 
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PRIORITY AND TIMETABLES 


Essential to maintain fair and defensible system of driving medical standards. Commence in early 2000, 
subject to project manager contract. 


EVALUATION OF METHODS FOR ASSESSING VISUAL FIELDS 


DURATION AND COSTS 


Two years at £40,000 annually (initial estimate). 


RATIONALE 


The various clinical methods used for visual field testing give conflicting results and this has led to 
inconsistent licensing decisions and appeals. The validity of these methods cannot be assessed because the 
relationship of the defects identified to risk while driving is not known. 


OBJECTIVES 


To compare the results from the clinical tests currently used with dynamic laboratory measures of visual 
performance shown to have predictive value such as “The useful field of vision” technique and with evaluation 
of driving skills by a trained assessor in order to determine their validity as predictors of perceptual decrement 
and hence risk. To recommend methods and their application for use in visual field testing for drivers. 


METHODS 


Comparative clinical study using those with known field defects identified in clinics and from DVLA 
records. Proposals on detailed methodology to be sought in tender bids. 


BENEFITS/V ALUE FOR MONEY 


The handling of licensing decisions in people with visual field defects will be improved, safeguarding road 
safety while ensuring that unreasonable restrictions are not applied. Appeals against licensing decisions 
should be reduced. Test methods and their application should be better specified. 


PRIORITY AND TIMETABLE 


Essential to maintain fair and defensible system of driving medical standards. Commence in early 2000, 
subject to project manager contract. 


EPIDEMIOLOGY OF HYPOGLYCAEMIA IN INSULIN TREATED DIABETES 


DURATION AND CosTs 


Two years at £40,000 annually (initial estimate). 


RATIONALE 


General and contentious restrictions are placed on drivers treated with insulin. Better understanding of the 
situations and groups in which there is-high risk of hypoglycaemia would enable restrictions to be targeted 
to high risk circumstances and better advice to be given to drivers on how to reduce their own risks. 


OBJECTIVES 


1. To assess the frequency and circumstances of accidents in insulin treated diabetics. 


2. To determine the probability of disabling hypoglycaemia caused by insulin in different groups of 
diabetics. 


3. To determine the antecedents to disabling hypoglycaemia in diabetics who are drivers. 


METHODS 


The study to meet objective 1 will use record linkage between clinical, prescribing and accident data to 
assess accident risk. Tenderers will be asked to propose detailed methodology. A record linkage study may 
also provide some information which will contribute to objectives 2 and 3. The methods and requirements 
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for objectives 2 and 3 will also be governed in part by the findings of the review on driving risks in diabetes. 
Tenderers will be asked to submit detailed proposals. 


Collaboration with the British Diabetic Association may be feasible. 


BENEFITS/V ALUE FOR MONEY 


Licensing decisions about diabetics treated with insulin and the advice given to them will be improved with 
benefits for road safety and for retention of licences where risks are low. It may also allow better treatment 
for some diabetics who are now reluctant to use insulin because of driving restrictions. This information is 
also essential to enable Britain to obtain a review of current restrictions and negotiate appropriate standards 
when the next EU directive on driving is being considered. 


PRIORITY AND TIMETABLE 


Essential to respond positively to criticisms of current restrictions and to negotiate in EU. Studies to meet 
objective 1 to start in early 2000. Those on objectives 2 and 3 to follow results of systematic review—late 2000. 


ROAD TRAFFIC ACCIDENTS AND PSYCHIATRIC CONDITIONS 


DURATION AND Cost 


Two years at £40,000 annually (initial estimate). 


RATIONALE 


There is considerable uncertainty about the contribution of mental ill-health and the medications used for 
it, many of which have effects upon alertness, to the risks of driving. Better information is needed for standard 
setting, advice to clinicians and to support the enforcement work of the police. 


OBJECTIVES 


To determine the contribution of psychiatric conditions and the treatments used for them to road accidents. 


METHODS 


Record linkage study using clinical and prescribing data linked to police records of accidents. Suitable 
databases exist in Scotland and elsewhere. Detailed proposals to be made by tenderers, who will also need to 
demonstrate that the population is of sufficient size to give a valid result and that confounding effects of 
alcohol can be taken into account in their analysis. 


BENEFITS/V ALUE FOR MONEY 


Medical standards for drivers, decisions on individual fitness and advice given to patients will be improved 
with benefits for road safety and fairer and more consistent decisions about any necessary restrictions. 


PRIORITY AND TIMETABLE 


High priority because of inconsistency of current standards and advice. Commence in early 2000 subject 
to research manager contract. 


ATTITUDES AND BEHAVIOUR OF HEALTH PROFESSIONALS TO MEDICAL ASPECTS OF 
ROAD SAFETY 


DURATION AND COST 


Two years at £40,000 annually (initial estimate). 


RATIONALE 


The health professions play a critical role in safe driving by giving advice to patients on illness, medication 
and driving and on the need to contact DVLA about medical conditions. Advice is often not given or if given 
is inappropriate. The reasons for this need to be explored so that the quality of advice and its targeting can 
be enhanced. 
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OBJECTIVES 


1. To investigate the knowledge, attitudes and behaviour of different groups of health professionals (as self 
reported, as recorded and as perceived by patients) towards fitness to drive. 


2. To examine the responses of patients to advice on driving given by health professionals. 
3. To identify the barriers to giving better advice and to compliance with it. 


4. To recommend which feasible initiatives could be mounted to improve the quality of advice given and 
compliance with it. 


METHODS 
Questionnaire or structured interview sample survey of clinicians for objective 1. 
Supplementary patient survey, possibly linked to sample used for objective 2. 
Analysis of results and use of experience in communication skills for objectives 3 and 4. 


Tenderer to propose detailed methodology to be used. 


BENEFITS/V ALUE FOR MONEY 


Improved advice on fitness to drive given to those with medical conditions—leading to better driver safety, 
less unjustifiable restriction and fewer problems requiring resolution by DVLA. Better clinician advice will 
be particularly important as the number of elderly drivers with complex health problems which interact with 
age related limitations increases. 


PRIORITY AND TIMETABLE 


High priority to remedy important deficiencies in the advice given to patients on medical aspects of fitness 
to drive. Start in early 2000, subject to engaging contract research manager. 


ANALYSIS OF DVLA MEDICAL GROUP DIAGNOSTIC DATA 


DURATION AND COST 


Six months at a cost (initial estimate, excluding DVLA computing) £10,000. 


RATIONALE 


The extensive records held on medical conditions at DVLA cannot readily be analysed by diagnostic codes. 
This means that precedents cannot be identified and that optimum handling of cases, which frequently 
depends on the diagnosis, cannot be achieved. Audit of performance is also limited. Access to summary data 
by diagnosis is an essential scientific and management tool. 


OBJECTIVES 


1. To determine customer (DVLA medical branch, DETR, research contractors) needs for diagnostic data 
and the ways in which it needs to be linked to other information. 


2. To review the scope for using existing systems to provide this data and to specify how this should be 
done. 


3. To specify the requirements for a dedicated medical information system if existing systems cannot be 
modified. 


METHODS 


Investigation by a systems analyst who is familiar with DVLA IT arrangements and who understands the 
forms of data analysis needed for scientific and management support. 


BENEFITS/V ALUE FOR MONEY 


Improved work flow in Drivers Medical Group as procedures for each diagnosis are refined. Better 
consistency of decisions based on access to precedents. Increased ability to undertake studies on the validity 
of medical standards for each diagnostic group by follow up and external collaboration. Potential efficiency 
savings in future from these benefits. 
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PRIORITY AND TIMETABLE 


High if work of Medical Group is to be enhanced. Commence late 1999, subject to engagement of contract 
research manager. 


APPENDIX 9 


Further supplementary Memorandum submitted by the Licensing and Enforcement Policy Division, 
Department for the Environment, Transport and the Regions in response to the Committee’s request for 
further information 


1. There is a number of Medical Honorary Advisory panels on driving besides the one specifically looking at 
diabetes mellitus. What are the other medical panels’ remits? 


A. The remit of the other Medical Honorary Advisory panels is: 


— advise the Department (through the Driver and Vehicle Licensing Agency) on the appropriate 
licensing treatment, based on their assessment of the risk of a debilitating episode at the wheel and 
the road safety implications, of the range of medical conditions falling within their sphere or 
expertise, both generally, and in respect of individual cases, within the framework set by European 
legislation. 


The panels are: 
(i) The Honorary Advisory Panel on driving and alcohol, drugs and substance misuse; 
(ii) The Honorary Advisory Panel on disorders of the Cardiovascular System and driving; 
(iii) The Honorary Advisory Panel on Vision and driving; ' 
(iv) The Honorary Advisory Panel on disorders of the Neurological System and driving; 
(v) The Honorary Advisory Panel on Psychiatric disorders and driving. 


2. Who are their members? On what basis are they appointed? 


A. Membership (as at 1 December) of the above five panels is attached as Annex A. 


Members of all panels are appointed by the Secretary of State, in practice the Minister for Transport or 
the Road Safety Minister, based on their professional expertise (in nearly all cases practising Consultants, 
often with academic appointments) and interest in road safety, on the basis of recommendations by the 
appropriate Royal College (particularly in the case of chairpersons) or by existing membership. 


3. Do any of them have defined terms of reference? 


A. See Answer to 1 above. See also example of appointment letter at Annex B’. 


4. What has been the impact of the Chief Scientific Adviser’s paper “The Use of Scientific Advice in Policy 
Making” (published in March 1997) on the operation of the honorary medical advisory panels? 


A. In his oral evidence, Lord Whitty gave an undertaking that henceforward, the panels and the way that 
their advice was deployed in developing policy on driver safety would operate within the May principles. 
Many of these principles have been in operation for some time. For example, Panel members have always 
brought information about new scientific developments to the attention of the Department wherever this has 
potential to improve safety or to improve our understanding of the effect of medical conditions or their 
treatment on driver behaviour. 


Where there is suitable data, the Department aims to base its policy on fitness to drive on a risk-based 
approach. Over time, and within the framework set by European legislation, the Department would wish to 
increase the proportion of decisions based on quantitative assessment. The Panels are supporting and 
contributing to the development of a review and research programme aimed at improving risk information 
on the medical aspects of transport safety. 


4 Not printed. 
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5. What are the arrangements for performing medical assessments of insulin-treated diabetics seeking a driving 
licence (or renewal) for cars and for exceptional C1 status? Who carries out these medical examinations? How 
are they paid for? Who makes the final decisions? How and on what basis? 


Car driving licence 


A. Acar licence holder who notifies the DVLA that he requires treatment with insulin will be sent a self- 
assessment form. This contains consent for the DVLA to contact their own doctor (GP or consultant or both). 
On receipt in the DVLA, the completed self-assessment form is reviewed by trained non-medical staff who, 
using guidelines, will make a licensing decision within the scope of the guidelines. Where they cannot do so, 
they seek a further report from the GP or consultant, or they refer the case to a Medical Adviser, who will 
make the decision in the more complex cases. 


If the licence holder with diabetes treated by insulin satisfies the guidelines developed with the Secretary of 
State’s Honorary Medical Advisory Panel on Driving and Diabetes he will be granted a short period— 
normally three year—licence. Shorter periods will apply if there is concern over control of the diabetes. A 
licence holder with diabetes treated by insulin will automatically be sent a self-assessment questionnaire and 
consent form before the licence expires, after which the procedure described above will again be followed. 


Cl (exceptional) application 


Those with insulin treated diabetes who wish to apply for a Cl entitlement under the “exceptional cases” 
regulation, will also be applying to renew their car entitlement. The renewal application form—copy at Annex 
C>—sent out to such licence holders (3 months before the expiry date of their licence) contains an explanation 
of the changes to the C1/D1 entitlement and the criteria and procedure for renewal of the C1 entitlement. It 
advises that a special application pack has to be obtained from the DVLA for this purpose and those 
interested are invited, in the first place, to contact the DVLA by telephone. This procedure enables the Agency 
to re-check the qualifying criteria with the potential applicant to ensure that he or she meets the conditions. 
This is so as to prevent him incurring unnecessary medical report costs. 


The special entitlement pack—copy at Annex D—is then sent. This includes a different medical self- 
assessment form, and an employment statement and a general medical report form (D4) which has to be 
completed by a doctor. The applicant, as with all other vocational drivers, pays for the D4 to be completed 
by the doctor. The D4 is required to ensure that the applicant can meet all the hjgher medical standards for 
Group II driving. 


When all the above forms are returned to the Agency, subject to their being satisfactory, the applicant is 
sent further forms—Annex E—which relate to an examination by a consultant diabetic specialist. The 
applicant is responsible for any fees for completion of this form. 


When all relevant information is received, the licensing decision will be taken—by trained non-medical staff 
or Medical Advisers, depending on the complexity of the case. If all the criteria—developed by the Panel— 
are met, a licence with entitlement to Cl is granted for one year. Subsequent renewal procedure, along the 
lines described above, is automatically triggered. 


6. Does the DETR or DVLA have any estimate of the number of insulin-treated drivers who have not declared 
their insulin treatment? 


A. The most up-to-date information available to the Department is that contained in the 1995 edition of 
Medical Aspects of Fitness to Drive—A guide for General Practitioners (published by The Medical 
Commission on Accident Prevention). This indicates (Figure 2, Chapter 1, page 9) 76 per cent of those 
reported as having had a road accident as a result of collapsing at the wheel had not declared their condition 
to the licensing authority. 


The Committee may be interested to know that earlier this year, the Minister for Road Safety approved a 
publicity campaign, to begin in April 2000, aimed at encouraging drivers to declare any condition which 
might affect their ability to drive safely to the DVLA. 


16 December 1999 
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Annex A 


DEPARTMENT OF ENVIRONMENT, TRANSPORT AND THE REGIONS 


DRIVER LICENSING: THE SECRETARY OF STATE’S HONORARY MEDICAL ADVISORY 
PANELS 


1. THE SECRETARY OF STATE’S HONORARY ADVISORY PANEL ON ALCOHOL, DRUGS AND SUBSTANCE MISUSE 
AND DRIVING 


MEMBERSHIP (as at 1 December 1999) 


Dr Bruce Ritson Appointed and Clinical Director 

(Chairman) Chairman since 1995 The Alcohol Problems Clinic 
The Royal Edinburgh Hospital 

Dr Jonathan D Chick Appointed 1987 Consultant Psychiatrist 
The Royal Edinburgh Hospital 

Professor Patrick Toseland Appointed 1996 Department of Clinical Chemistry 
Guys Hospital 
London 

Dr Marsha Morgan Appointed 1987 Senior Lecturer in Medicine 
Honorary Consultant Physician 
The Royal Free Hospital 
London 

Dr Peter B C Fenwick Appointed 1996 Consultant Neuro-Psychiatrist 
Maudsley Hospital 

London 

Dr Michael P Farrell Appointed 1998 Senior Lecturer 
Consultant Psychiatrist 
Maudsley Hospital 
London 


2. THE SECRETARY OF STATE’S HONORARY ADVISORY PANEL ON DRIVING AND DISORDERS OF THE 
CARDIOVASCULAR SYSTEM 


MEMBERSHIP (as at 1 December 1999) 


Dr Michael C Petch Appointed 1985 Consultant Cardiologist 
(Chairman) —Chairman since 1990 Papworth Hospital 
Cambridge 
Professor Michael Joy Appointed 1990 Consultant Cardiologist 
St Peters Hospital 
Chertsey 
Dr David H Bennett Appointed 1990 Consultant Cardiologist 
Wythenshawe Hospital 
Manchester 
Dr Anthony Rickards Appointed 1985 Consultant Cardiologist 
The Royal Brompton Hospital 
London 
Professor Jane Sommerville Appointed 1986 Consultant Cardiologist 
The Royal Brompton and National Heart 
Hospitals 
London 
Dr Colin J Hilton Appointed 1996 Consultant Cardiothoracic Surgeon 
Freeman Hospital 
Newcastle 


3. THe SECRETARY OF STATE’S HONORARY ADVISORY PANEL ON DRIVING AND DISORDERS OF THE NERVOUS 
SYSTEM 


MEMBERSHIP (as at 1 December 1999) 


Professor David W Chadwick Appointed 1988— Professor of Neurology 
(Chairman) Chairman since 1996 The Walton Hospital 
Liverpool 
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Professor Bryan Jennett 


Dr John M Bamford 


Dr Anthony L Johnson 


Dr Michael Brada 


Dr Derick T Wade 


Dr Richard S C Kerr 


Professor Hugh B Coakham 


Professor Simon D Shorvon 


Professor David Mendelow 


Appointed 1979 


Appointed 1996 


Appointed 1996 


Appointed 1998 


Appointed 1998 


Appointed 1998 


Appointed 1996 


Appointed 1988 


Appointed 1988 


Professor of Neurosurgery 
Consultant Neurosurgeon 

The Southern General Hospital 
Glasgow 

Consultant Neurologist 

St James Hospital 

Leeds 

Senior Statistician 

Institute of Public Health 
Cambridge 

Senior Lecturer 

Consultant Radiotherapist 
Consultant Oncologist 

Institute of Cancer Research London 
Consultant in Neurological Disability 
Rivermead Rehabilitation Centre 
Oxford 

Consultant Neurosurgeon 

The Radcliffe Infirmary 

Oxford 

Consultant Neurosurgeon 

The Frenchay Hospital 

Bristol 

Consultant Neurologist 

The National Hospital 

London 

Consultant Neurosurgeon 
Newcastle General Hospital 


4. THE SECRETARY OF STATE’S HONORARY ADVISORY PANEL ON PSYCHIATRIC CONDITIONS AND DRIVING 
MEMBERSHIP (as at 1 December 1999) 


Dr Bruce Ritson 

(acting Chairman) 

Dr Richard W Latcham 
Dr Daphne R D Wallace 


Professor Malcolm Lader 


Dr Peter B C Fenwick 


Appointed 1995 


Appointed 1997 


Appointed 1996 


Appointed 1997 


Appointed 1996 


Clinical Director 

The Alcohol Problems Clinic- 
The Royal Edinburgh Hospital 
Consultant Psychiatrist 
Hinchingbrooke Hospital 
Huntingdon 

Consultant Psychiatrist 

High Royds Hospital 
Yorkshire 


Professor of Clinical Psychopharmacology 


Institute of Psychiatry 
London 

Consultant Neuro-Psychiatrist 
Maudsley Hospital 

London 


5. THE SECRETARY OF STATE’S HONORARY ADVISORY PANEL ON DRIVING AND VISUAL DISORDERS 
MEMBERSHIP (as at 1 December 1999) 


Dr Simon Keightley 
(Chairman) 


Dr Charles F Munton 


Dr John M Hayward 
Dr Nicholas P Jones 


Dr John S Elston 


Appointed 


—and Chairman since 


1998 

Appointed 1998 
Appointed 1998 
Appointed 1998 


Appointed 1998 


Consultant Ophthalmic Surgeon 
North Hampshire Hospital 
Basingstoke 

Consultant Ophthalmic Surgeon 
Private Practice 

Maidstone 

Consultant Ophthalmic Surgeon 
Leeds General Infirmary 
Consultant Ophthalmic Surgeon 
Manchester Royal Eye Hospital 
Consultant Neuro-Ophthalmologist 
Radcliffe Infirmary 

Oxford 
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Annex D 


APPLICATION PACK FOR DIABETICS ON INSULIN WHO WISH TO APPLY FOR RENEWAL 
OF C1/C1 +E ENTITLEMENT (VEHICLES BETWEEN 3.5 AND 7.5 TONNES WITH A TRAILER 
UP TO A COMBINED WEIGHT OF 8.25 TONNES) 


Please find enclosed an application pack which contains the forms which need to be completed in order for 
you to apply to renew your C1/C1 +E entitlement. The pack contains; 


— Forms D1, DIABC1 and EXPC1 which are to be completed by you. 


— Form D4 which a medical practitioner must complete (you will have to pay the doctor any fee 
charged for this). This involves the same general examination as is required of lorry and bus drivers, 
if you have any other medical condition other than diabetes the doctor should be able to advise you 
if the higher medical standards can be met. You do not have to submit a D4 if you have previously 
submitted one in the last 12 months. 


Before applying you should ensure that you can meet all of the following qualifying conditions: 


— have notified your insulin treated diabetes to DVLA by 31 December 1997; 


— have driven Cl/C1+E vehicles for employment purposes for periods amounting to at least 12 
months in the last two years for a minimum of four hours a day and for three days out of seven, 
whilst taking insulin; 

— have had no hypoglycaemic attacks while driving in the last 12 months which required the assistance 
of another person to treat the hypoglycaemia; 


— regularly monitor your condition by checking and recording your blood glucose levels on a daily 
basis; 


— arrange to be examined by a hospital consultant who specialises in diabetes every 12 months. (On 
examination the consultant will require sight of your blood glucose records for the last two months). 


Failure to meet any of the above conditions will result in the application being refused. 


To APPLY 


If you are able to meet these conditions and you have no other medical conditions you should proceed with 
the completion of the forms and return all of them in the enclosed envelope. When we receive your 
application, if all the forms are satisfactory we will then send you a medical questionnaire which a diabetes 
consultant must complete, you will also have to pay any fee charged for this. 


If your application is successful, your licence will be issued for 12 months. You will be asked to arrange 
for completion of a medical questionnaire by your diabetes consultant with each subsequent renewal 
application. D4 medical reports will also be needed from the age of 45; at five yearly intervals until the age 
of 65 and annually after this. You will not have to pay additional licence renewal fees until you renew your 
car entitlement at aged 70 or over. 


If you have any further queries about whether you might qualify for Cl/C1+E then please ring us on 
01792 783705. 
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Annex D2 


STATEMENT OF EXPERIENCE OF EMPLOYMENT DRIVING MEDIUM GOODS VEHICLES 
(C1/C1 + E {8.25 TONNES}) 


You should only complete this form if you have had sufficient, recent employment experience driving 
C1/Cl1 + E vehicles. 


1. Your DETAILS. PLEASE WRITE CLEARLY IN BLACK INK AND CAPITAL LETTERS 


a ae 


Driver Number 


ee eee 
sasiae set ae cen 
[ss iy grat of ha wo il RE 


Forename(s) 
Address 


Daytime Telephone No. LS lasatA intern. | 


2. DETAILS OF RECENT EMPLOYMENT DRIVING C1/C1 + E VEHICLES 


(a) Period from ey to ea Type of vehicle driven sat eee 
Details of employer or self-employment [26 Cae nS a 
(b) Period from [i%2 -saelowns ho to [ai mit to Type of vehicle driven ke, noreiqizos 34 
Details of employer or self-employment PN 1 OF 2 ARTIS AeA Toa OR 
(c) Period from  Heaes ahie senst to Paid wor | Type of vehicle driven fe motalqmao 24 
Details of employer or self-employment HR haR IIs rene me (Arps deed 


* Continue on a_ separate sheet if 
necessary 


Postcode 


3. DECLARATION—IT IS AN OFFENCE TO MAKE A FALSE DECLARATION 


I declare that:— 

Whilst being treated with insulin I have regularly driven C1/Cl1 +E 
vehicles for periods amounting to at least 12 months in the last 2 years. 
“Regularly” means a minimum of 4 hours per day for 3 days out of 7. 


I confirm that the information given on this form is true. 


I understand that information may be sought from my past and present employers and 
others to verify the above statement, and I give my consent to the Driver and 
Vehicle Licensing Agency obtaining such information. 


Signed 


THE SCIENCE AND TECHNOLOGY COMMITTEE 75 


Annex E 


INFORMATION FOR DOCTORS REGARDING NEW PROCEDURES FOR ASSESSING 
INSULIN TREATED DIABETIC DRIVERS FOR Cl VEHICLE LICENCE ENTITLEMENT (NON 


PASSENGER CARRYING VEHICLES) 


has been asked to attend for an annual review regarding his entitlement to drive Cl class of vehicle (3.5—7.5 
tonne vehicles). You will not be asked to give an opinion on fitness to drive but to give information on his 
diabetic control generally and specifically in relation to his work as a driver. Information must be obtained at 
interview to answer questions 1-15, questions 16—18 can be answered from casenotes. Up to date information is 
essential for questions 1-15. Please ensure that the date of the interview is recorded on the attached form.°® 


Since this is a new procedure you may find these guidelines useful in providing us with the most useful 
information so that the correct decision can be formed by the medical advisers at DVLA on fitness to drive. 


We are looking for information relating to treatment and control in the last 12 months including 
evidence of blood glucose monitoring. The applicant has been asked to bring blood glucose records 
for the past 2 months for your inspection. If you have access to recent HbAIc readings, you may wish 
to comment whether the blood glucose records reflect the readings. 


Please give as much information as you can on warning features of hypoglycaemia experienced by 
the applicant. 


The situations in which hypoglycaemia is experienced are important. A person who experiences 
hypoglycaemia whilst asleep is in a different situation from someone who has experienced 
hypoglycaemia during waking hours. 


Information on the attitude and understanding of the patient with regard to the hazards of diabetes 
and driving is important. A responsible attitude to glycaemic control and lifestyle, including the 
level of alcohol consumption, is also important. Details concerning regular eating and the 
availability of quick acting carbohydrate in the vehicle in the event of an emergency will give 
valuable information. 


Please include details of diabetic complications if present as these may have an impact on issuing 
a licence. 


® Not printed. 
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